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MEPROBAMATE” 


Cm-6032 


“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® “Meprotabs” are pleasant tasting, and easy to 
swallow. ® In this new form, the nature of medication is not iden- 
tifiable by the patient. ® ‘“Meprotabs’ are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab Ss” 


® 
WW) WALLACE LABORATORIES, New Brunswick, N. J. (2-methyl-2-1-propyl-1, 3-propanedio! dicarbamate) 
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a new useful dosage form of Equanil 


* 


Meprobamate, Wyeth 


Especially coated, easy to swallow 

Tranquilizer-conscious patients will not recognize new yellow tablets 
Different from regular 400-mg. and 200-mg. tablets 

Same indications, same dosage as original EQUANIL 


NOW YOU HAVE A CHOICE OF 3 EQUANIL TABLETS 


400 
Yellow tablets, bottles of 50. 
200 mg. 
Distinctive, shield-shaped, 400 mg. 
scored tablets for fine dosage ete Regular, scored, white 
adjustment, bottles of 50. re tablets, bottles of 50. 


—A Wyeth normotropic 
drug for nearly every 
patient under stress 


*T A, A TP, 
ochloride, Wyeth. 
romazine Hydrochloride, 
Wyeth 
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“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
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of Serpasil therapy in 127 chronic schizo- 
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In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.””? 
Many reports have indicated that Serpasil 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 


1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Se. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored) , 0.25 mg. (scored) and 0.1 mg. Elizir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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Will this patient 
slump 
into 

mild depression after she leaves your office? 


Dexamyl*—a well-known “normal. 


izer’’—can help you combat those 
transient periods of mild depression 
that beset so many patients. 

Dexamyl’s smooth action dispels 
anxiety and irritability, encourages op- 
timism and a sense of well-being. A 
combination of Dexedrine* (dextro- 
amphetamine sulfate, S.K.F.) and 
amobarbital, ‘Dexamyl’ is available as 
tablets, elixir and Spansule* sus- 
tained release capsules, and is made 
only by Smith Kline & French Labora- 
tories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off. 
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still talks to me E 


but I don’t bother to holler back... .’”} 


Manic, hallucinating...In acute psychotic agitation, the direct 
purpose of SPARINE is to quiet the hyperactivity. When hallucina- 
tions are present, they are either abolished or made less important 
and less frightening to the patient. 


SPARINE is a well-tolerated and dependable agent when used according to 
directions. It may be administered intravenously, intramuscularly, or orally. be 


Parenteral use offers (1) minimal injection pain; (2) no tissue necrosis at the 

injection site; (3) potency of 50 mg. per cc.; (4) no need for reconstitution 

before injection. 

Comprehensive literature is available on request. 3 

1. Fazekas, J.F., et al.: J.A.M.A. 161:46 (May 5) 1956. 4 


Philadelphia 1, Pa. 


HYDROCHLORIDE 


Promazine Hydrochloride 10-(-y-dimethylomino-n-propyl)-phenothiazine hydrochloride 
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SQUIBB ANNOUNCES A NEW, 
IMPROVED AGENT FOR BETTER 

MANAGEMENT OF 
PSYCHOTIC PATIENTS 


schizophrenia 


w manic states 


a psychoses associated with 


organic brain disease } 
Vv S 


Squibb Triflupromazine 10-(3-dimethylaminopropy!)-2-(trifluoromethy!) 


Squibb Quality —the Priceless Ingredient | 
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XI 


chemically 
improved 
Modification of the phenothiazine 
structure potentiates beneficial 
properties... 

reduces unwanted effects 


pharmacologically 
improved 


Enhanced potency with far less 
sedative effect 


clinically improved 
Does not oversedate the patient into 
sleepiness, apathy, lethargy 


Drug induced agitation minimal 


Active and rapid in controlling man- 
ic states, excitement and panic... 
in modifying the disturbing effects 
of delusions and hallucinations... 
in moderating hostile behavior .. . 
in facilitating insight 

Intractable behavior patterns 
brought under control ... patients 
made accessible to psychotherapy... 
nursing care reduced... 

social rehabilitation hastened 


Effective dosage levels may 
be reached without development of 
side effects 


In extensive clinical experience— 
singularly free from toxicity 
Jaundice or liver damage—not 
observed 

Skin eruptions—rare 
Photosensitivity—rare 

Blood dyscrasias—not observed 
Hyperthermia—rare 
Convulsions—not observed 


Dosage: Usual initial dose, 


25 mg. t.i.d., to be adjusted according 
to patient response. See literature. 


Tablets of 10, 25 and 50 mg. 


*Vesprin’ is a Squibb trademark 
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for the depressed and regressed 


selective increase in psychic energy 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of 
healthy well-being, with renewed vigor, activity and interests. Patients 
with acute depression refractory to shock treatment have shown a 
heartening response to Marsilid. Even “burned out”’ psychotics, un- 
touched by any other therapy, have become more alert, responsive 
and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous 
mood improvement with gradually reduced dosage. Patients do not 
develop resistance to its normalizing effect; there is no tachyphylaxis. 
Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident 
within a week or two. In severe depressive states of hospitalized 
psychotics, a month or more may be required for apparent response 
... but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 


Note:Marsilid is contraindicated in patients who are agitated, overactive 
or overstimulated, or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, 
Division of Hoffmann-La Roche Inc, Nutley 10, N. 7. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 


ROCHE | Original Research in Medicine and Chemistry 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usualiy capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FocAL TREATMENT—wnilateral and bilateral 
e MoNO-POLAR TREATMENT—20n-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200. 


AK 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 70! 
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IN PSYCHIATRY 


offers 
tranquilizing activity 


‘in the thus far poe 


and strongest degr 


Freyhan, F.A.: paper presented at Eastern Regional Research Con- 
ference, Am. Psychiat. Assoc., Philadelphia, Nov. 16-17, 1956. 


Now available: 25 mg. ‘Compazine’ Tablets, for use in psychiatry. 
Information on the use of ‘Compazine’ at high dosages in severe 
mental and emotional disturbances is available upon request. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 


| 
& | 
4 
XIV 


i 


RESTORES 

COMPOSURE 


anxiety and tenseness quickly allayed 


‘Ultran’ is beneficial in a wide range 
of conditions. It may reduce the 
severity of or eliminate anxiety- 
tension states and the anxiety asso- 
ciated with such conditions as pri- 
marily organic diseases, emotional 
instability, menopause syndrome, 


LILLY AND COMPANY e 


XVI 


INDIANAPOLIS 6, 


premenstrual tension, and insomnia. 

‘Ultran’ is well tolerated and rel- 
atively safe. It is also chemically 
different from all other tranquilizers. 


Pulvules of 300 mg.; usually 1 t.i.d. 


*Ultran’ (Phenaglycodol, Lilly) 


INDIANA, 


U.S.A. 


874015 
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Schizophrenia is not a disease entity, but 
a series of clinically fairly characteristic pat- 
terns which may be indicative of a variety 
of reactions and/or disease processes, A 
fundamental difference between  schizo- 
phrenic reactions and schizophrenic disease 
processes has been suspected for a long time, 
but no one has been able to differentiate the 
two reliably by objective tests or clinical 
criteria that are generally accepted at this 
time. 

The basic thesis of this paper is that 
schizophrenia, like cancer, is not one disease 
but a multiplicity of disorders, possibly each 
one with its own chemistry, pathology, psy- 
chopathology, and patterns of development 
and course. This leads to the conclusion that 
treatment must be tailored to the individual 
schizophrenic patient. The great variety of 
benign and malignant forms of schizophrenia 
require that we define as many objectively 
verifiable aspects of the disease as possible, 
and determine the spontaneous recovery po- 
tential for all of the resulting sub-groups 
based on as many objectively measurable 
variables as are or may become available. 

There are a small number of objective cri- 
teria presently available both on the psycho- 
logical level and on the physical level. On 
the psychological level, Kleist(1) has 
stressed the importance of disturbance in 
categorical thinking. Funkenstein and his co- 
workers(2) determined significant variables 
derived from alterations of autonomic re- 
activity, or as Gellhorn(3) put it, of central 
sympathetic reactivity. Applying these cri- 
teria in practice in a population of schizo- 
phrenics differentiated by their adrenalin- 
mecholyl test (Funkenstein test) pattern, 
one of us(4) found that in an otherwise 
clinically homogeneous group of schizo- 


1 Read at the International Congress of Psy- 
chiatry in Zurich, Switzerland, September 1957. 

2 Director, Neurobiologic Unit, Division of Psy- 
chiatric Research, Boston State Hospital, Boston, 
Mass. 

8 Research Associate, Department of Social Re- 
lations, Harvard University. 


MULTIPLE APPROACHES TO TREATMENT IN SCHIZOPHRENIA 
AND DISCUSSION OF INDICATIONS 


LEO ALEXANDER, M.D.,?2 ann MERRILL MOORE, M.D.* 


phrenics, of those showing a test pattern 
classified as Type VI or VII, 62% recovered, 
while of those showing a test pattern other 
than VI or VII, namely I to V, only 33% 
recovered. The difference in recovery rates 
between these two groups was significant 
only at the trend level of confidence 
(P=0.08). The autonomic test pattern of- 
fered still more specific degrees of differ- 
entiation with respect to favorable response 
to electroshock. Of the Type VI and VII 
patients, 75% recovered after electroshock 
therapy, while of the other types only 19% 
recovered; the latter figure is equal to the 
spontaneous recovery rate under conditions 
of hospitalization without other special treat- 
ment (see below). 

Recovery, as the term is used in this paper, 
is defined as social and/or complete recovery, 
while the lesser grades of improvement short 
of attaining full social rehabilitation, are 
included with the unimproved group as the 
non-recovered group. The reason why the 
main dividing line has to be made not be- 
tween unimproved and improved, but instead 
between mere improvement and actual so- 
cial recovery is because social recovery is 
the only grade of improvement that can be 
objectively ascertained, since it is the level 
at which the occupational capacity of the 
patient returns to its pre-illness status. Any 
degree of improvement short of this cannot 
be objectively determined, and hence all pa- 
tients falling short of social recovery have 
been included in the non-recovered group. 
The recovered group includes those who have 
attained social and/or complete recovery. 
One of us(5) has defined these grades of 
recovery as follows: 

An unimproved patient (therapeutic fail- 
ure) is one who is either still in the hospital 
or a home invalid, or one who has been in 
any one of the other categories before treat- 
ment, but who has failed to advance with 
treatment to a higher grade of improvement. 
An improved patient is one who has suffi- 
ciently improved to be discharged from the 
hospital or who is no longer a home invalid ; 
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who is capable of meeting some, but not all, 
requirements of his social and occupational 
life. A social remission or social recovery 
describes a patient who has sufficiently im- 
proved to resume his social and occupational 
activities to the full, but who has either failed 
to achieve insight or still retains some sub- 
jective complaints or disturbances in his inti- 
mate personal life. Complete recovery de- 
notes the restoration of the mental state of 
the patient to what he and his relatives agree 
is his former “own best self,” implying that 
such full recovery is associated with insight 
as well, although insight may not be entirely 
lacking in other degrees of improvement. 
Funkenstein and Meadows(6) pointed out 
an interesting relationship between the physi- 
cal and the psychological test data, namely, 
that enhanced autonomic reactivity sugges- 
tive of increased secretion of norepinephrine, 
a generally unfavorable prognostic sign, is 
correlated with disturbance in abstract think- 
ing, while autonomic reactivity suggestive of 
excessive secretion of epinephrine is corre- 
lated with well preserved capacity for ab- 
stract thinking. Here two criteria emerge 


which transcend the general or traditional 
dividing lines between the various forms of 
schizophrenia, although some overlap exists, 
as exemplified, for instance, by the generally 
well preserved capacity for abstract think- 
ing in paranoids and its severe and early 


disturbance in hebephrenics. Nonetheless, 
in the large field of simple schizophrenics, 
catatonics, and especially pseudoneurotic 
schizophrenics, both these major types of 
variants in terms of abstract thinking and 
autonomic reactivity may be present in other- 
wise similar clinical states. In order to de- 
termine prognosis and indications for spe- 
cific steps of a therapeutic program, careful 
study not only of the psychological capaci- 
ties of the schizophrenic patient, but also of 
his autonomic reactivity is therefore helpful 
and necessary. 

Among the group of prognostic features, 
educational background and native intelli- 
gence also have a modifying effect upon 
spontaneous tendency to recovery and on 
the outcome of treatment. Morgan and 
Johnson(7) found that 68% of non-recov- 
ering males and 70% of non-recovering fe- 
males had no occupation or were unskilled 


laborers. Professional workers were almost 
nonexistent among the chronic males. 

At the other end of the scale of prognosis 
are the stress-induced schizophrenic epi- 
sodes, During World War II many soldiers 
under stress of combat or non-combat strain 
developed striking and apparently classical 
schizophrenic pictures. In many instances 
when they were evacuated to the zone of the 
interior, they cleared up within 6 weeks to 
2 months, and reverted to “normal.” The 
fact remains, however, that in spite of all 
types of treatment available today many so- 
called “schizophrenics” do not recover. This 
fact is of great importance in that it high- 
lights the need for delineating the objective 
and preferably measurable aspects of this 
particularly malignant form of the disease. 

For large unselected and undifferentiated 
groups of schizophrenics, the spontaneous re- 
covery potential, that is the capacity to at- 
tain complete and/or social recovery on a 
merely custodial and supportive regimen, ap- 
pears to be 18.9% (of 11,080 patients) (5). 

Marked differences in spontaneous re- 
covery potential are not only manifested by 
the generally benign course of the stress- 
induced schizophrenias, e.g., those in the 
military service, but in the general group of 
schizophrenias as well. It is quite likely that 
apart from the well-known disease entity of 
pseudoneurotic schizophrenia which has on 
the whole a poor spontaneous recovery po- 
tential, there are probably such illnesses as 
pseudoschizophrenic neurosis and pseudo- 
schizophrenic psychopathy, apart from other 
schizo-affective reactions. The pseudoschizo- 
phrenic neuroses, especially if they occur in 
highly intelligent adolescents, have a particu- 
larly favorable prognosis for treatment by 
psychotherapy. In large unselected groups of 
schizophrenics, however, intensive psycho- 
therapy alone does not increase the recovery 
potential over that prevalent spontaneously 
(it was 18.3% of 1,463 patients), but im- 
proves the quality of recovery in that 10.6% 
of 847 patients achieved the status of com- 
plete recovery as compared to 5% of 1,070 
patients in the control group. This differ- 
ence is significant at better than the .or level 
of confidence(5). 

Schizophrenic patients showing an adren- 
alin-mecholyl test pattern similar to that of 
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depressives (adequate response to adrenalin, 
enhanced muscarinic-hypotensive response to 
mecholyl) may be classified as pseudoschizo- 
phrenic depressions. As stated above, they 
tend to respond favorably to electroshock— 
67% achieving complete and/or social re- 
covery—while of the others only 19% re- 
covered; the recovery rate of unselected 
groups of schizophrenics treated with elec- 
troshock being 29.1% (of 7,357 cases)(5). 

Patients with epinephrine precipitable anx- 
iety do better with insulin (86% vs. 25%) 
and with the new tranquilizing drugs (chlor- 
promazine, reserpine, meprobamate) than 
patients free from epinephrine precipitable 
anxiety. The over-all recovery rates are: 
47.8% (of 7,722 patients) for insulin coma 
therapy, 34% (of 1,512 patients) for chlor- 
promazine, 22% (of 897 patients) for 
reserpine(8). Frontal lobotomy allowed 
18% of a particular treatment-resistant 


group of 1,211 patients to achieve complete 
and/or social recovery(9, 10, 11, 8). The 
significance of these data in making treat- 
ment plans for specific groups of schizo- 
phrenics differentiated by clinical findings 


and autonomic test findings has to be further 
evaluated in the light of the influence of 
duration of illness upon outcome. (Fig- 
ure I.) 

The spontaneous recovery rate for schizo- 
phrenic patients, on a regimen of custodial 
and supportive treatment, was 47% for 
1,445 patients who had been ill only one to 
18 months, while it was 18.2% for 834 pa- 
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tients ill longer than 18 months. For insulin 
coma therapy the recovery rates declined 
more steeply ; they were 71.3% for 335 pa- 
tients ill one to 6 months, 67.9% for 339 
patients sick for 6 months to one year, 
47.2% for 265 patients ill for one to 2 years, 
34.4% for 581 patients ill 2 to 5 years, 
21.1% for 147 patients ill 5 to 10 years, and 
17.7% for 34 patients ill more than Io 
years(5). For chlorpromazine therapy, hos- 
pital discharge rates were 46% for 516 pa- 
tients in hospital for one year, 20% for 233 
patients in hospital for one to 3 years, 13% 
for 202 patients in hospital for 3 to 5 years, 
6% for 339 patients in hospital 5 to 10 
years, and 1% for 233 patients in hospital 
more than 10 years(12). For reserpine, 
Kline(13) reported differential rates for at- 
tainment of the status “adjudged adequate 
for release from hospital” for a total of 150 
cases, the rates being 46.7% for 15 patients 
ill less than 2 years, 36.4% for 22 patients 
ill 2 to 4 years, 15.2% for 59 patients ill 4 
to 10 years, and 14.8% for 54 patients ill 
longer than 10 years. 


RECOMMENDATIONS FOR TREATMENT 


The Treatment Plan.—It is our general pro- 
cedure to start treatment of our patients 
with a brief trial on drug therapy, at the 
same time establishing supportive psycho- 
therapeutic rapport. For patients with a 
depressive type of adrenalin-mecholyl test 
response (Types VI and VII), we recom- 
mend meprobamate in combination with 
benactyzine (400 to 1200 mgm of mepro- 
bamate combined with 1 to 3 mgm of ben- 
actyzine, 3 to 4 times daily) ; for the others, 
chlorpromazine (25 to 250 mgm 3 to 4 times 
daily ), Compazine (5 to 10 mgm 3 to 4 times 
daily) or reserpine (3 to 13 mgm daily). 
The latter may be particularly helpful in 
Type V patients free from epinephrine- 
precipitable anxiety. If some improvement 
should not be noticeable within 2 weeks, or 
marked improvement be forthcoming within 
6 weeks, drug therapy should be discon- 
tinued temporarily and electroshock or in- 
sulin coma therapy be instituted. The rea- 
son for this recommendation is the fact that 
the time differential for successful shock or 
coma therapy is the most critical (see above 
Figure 1); hence it is our opinion that as 
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soon as it is established that the patient does 
not belong to the group most likely to benefit 
significantly from drug therapy, his chances 
to benefit from shock or coma therapy should 
not be reduced by further delay. 

Throughout the physical treatment pro- 
gram, from the initial phase of drug therapy 
onward, psychotherapy should be utilized in 
establishing good rapport, reinforcing all 
gains achieved through physical treatment 
methods by means of interpretation, persua- 
sion and suggestion, and assisting the patient 
vigorously in reality testing. While it is al- 
ways gratifying to see patients recover after 
the first or second phase, for instance, drug 
or electroshock therapy, the important thing 
is not to give up but continue with intensive 
treatment, yet not to pursue any one form 
of treatment for too long after it has proven 
ineffective. 

The second step in our approach is electro- 
shock therapy. We recommend a course of 
about 20 convulsive electroshock treatments, 
particularly in the presence of a favorable 
adrenalin-mecholyl test response (Types VI 
or VII). In these cases we prefer the use 
of maximal amounts of alternating current 
(14); in the others (Types I to IV), com- 
bined convulsive-nonconvulsive treatment 
with the use of unidirectional current (Reiter 
type)(15) or alternating current (electro- 
narcosis type) (16), are preferable. Type V 
patients are unresponsive to all electrical 
forms of treatment; these patients should 
be treated by insulin coma therapy, after 
reserpine should have failed to bring about 
recovery. During the convalescent phase, 
tranquilizing drugs (chlorpromazine or com- 
pazine) or relaxant drugs (meprobamate) 
should be utilized, in conjunction with psy- 
chotherapy, until recovery appears complete. 

If electroshock treatment should fail, or 
fall short of social recovery, or if the pa- 
tient should relapse within less than 3 
months, we proceed with the third phase of 
treatment, consisting of 60 deep insulin 
comas. (Sometimes we start with insulin 
coma therapy earlier, instead of or simultane- 
ously with electroshock therapy, especially 
with patients having adrenalin-mecholyl test 
patterns other than Type VI or VII). 

If insulin coma therapy should fail, or 
fall short of social recovery, or if relapse 


should take place within less than 6 months, 
intensive tranquilizing drug therapy (chlor- 
promazine or reserpine) combined with psy- 
chotherapy should be initiated and energeti- 
cally pursued. 

It is often difficult to decide when this 
fourth phase of treatment should be ad- 
judged a failure; but in general, when such 
patients fail to respond within a year, frontal 
lobotomy should be considered. But it is of 
interest that with persistence one can get a 
significant number of such patients well with 
methods short of lobotomy. We should like 
to give a brief example: 

A paranoid schizophrenic female patient, aged 
43, finally achieved full recovery with insight 
after 5 years of almost continuous treatment which 
included 60 deep insulin comas, 63 convulsive elec- 
troshock treatments administered in 3 series, and 
a good deal of chlorpromazine and psychotherapy. 
At one impasse we had recommended lobotomy, but 
the family refused and we kept on treating her with 
electroshock (when she relapsed on chlorproma- 
zine) and subsequently again with chlorpromazine 
during the convalescent phase, eventuating in a 
superb result, sustained by continuous administra- 
tion of a maintenance dose of chlorpromazine (50 
mgm 3 times daily). 


It is our considered opinion, however, that 
frontal lobotomy should not be withheld 
when all the treatments outlined above have 
failed. Of 8 such patients who had failed 
on all treatments, including tranquilizing 
drug therapy, the operation resulted in a 
complete and/or social recovery in 4 of them 
(17), 3 achieving improvement short of so- 
cial recovery, two of these being able to live 
quiet unruffled lives at home, the third show- 
ing marked in-hospital improvement on 
working-patient status with off-grounds priv- 
ileges. One patient remains unimproved. 

In the light of our experience we should 
like to make a few additional practical recom- 
mendations : 

For patients in a public hospital setting 
we should like to recommend that one senior 
physician be selected as the patient’s personal 
therapist who would be able to carry the pa- 
tient through the various phases of treat- 
ment. We do not believe that many patients 
are able to form meaningful relationships 
with a series of junior physicians in the 
course of the normal turnover of ward phy- 
sicians. As the main psychotherapeutic ele- 
ments, we recommend support, suggestion 
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and vigorous aid in reality testing, as well as 
constructive interpretation and explanation 
of the physical treatment procedures to be 
undertaken. 

While outpatient treatment is often prefer- 
able for the less severely sick patients, de- 
pendent on the cooperation and insight of 
the patients’ relatives, it is almost always 
preferable to treat severely sick patients 
under conditions of hospitalization, at least 
until they shall have made a good deal of 
progress. Exposure to the usual vexations, 
distractions, inevitable interpersonal tensions 
and uncontrollable adverse suggestive influ- 
ences of extramural life may precipitate 
exacerbation and is bound to interfere with 
treatment. The wholesome suggestive influ- 
ence which the therapist can exert in the di- 
rection of health and acceptance of reality 
must not be disturbed by outside influences. 
This can best be accomplished in the hospi- 
tal. Also, whenever compulsive drinking or 
abuse of drugs complicates the picture, these 
completely exclude the possibility of success- 
ful outpatient treatment. 

It is often desirable that patients remain 
in hospital and not be discharged until re- 
covery appears complete and shall have be- 
come consolidated throughout a sufficient 
period of observation and testing. There is 
nothing more disturbing, both to the patient 
and to the family, than to discharge from 
the hospital a half-cured patient suffering 
from paranoid schizophrenia, for instance. 
The mental health of such a patient’s pre- 
adolescent children may be seriously dis- 
turbed by the parent’s premature discharge. 

In general it should be assumed that a 
schizophrenic patient’s intensive treatment 
will require at least one, probably several 
years. 


SUMMARY 


1. Schizophrenia is a disease of unknown 
etiology. It appears to be multifactorial in 
origin, and may represent a group of diseases 
with similarity in clinical mental symptoma- 
tology, but with a wide range in prognosis. 

2. The great variety of benign and malig- 
nant forms of schizophrenia require that we 
define as many objectively verifiable aspects 
of the disease as possible, and determine the 
spontaneous recovery potential for all of the 


resulting subgroups based on as many objec- 
tively measurable variables as are or may 
become available. 

3. Variables affecting prognosis favorably 
are: recent onset, high intelligence, relatively 
unimpaired capacity for abstract categorical 
thinking, good educational background, bet- 
ter than average occupational status, stress- 
induced onset, and 2utonomic reaction pat- 
tern (adrenalin-mecholyl test pattern) simi- 
lar to that of depressions. 

4. Apparently schizophrenic illnesses in 
highly intelligent adolescents (pseudoschizo- 
phrenic neuroses) respond well to psycho- 
therapy. 

5. Schizophrenic patients showing an 
adrenalin-mecholyl test pattern similar to 
that of depressions respond well to electro- 
shock therapy. 

6. Patients with epinéphrine-precipitable 
anxiety do better with insulin and the new 
drugs. 

7. Response to all types of treatment de- 
clines with duration of illness, most mark- 
edly for the shock and coma therapies, some- 
what less for the drug therapies and for 
psychotherapy, least for frontal lobotomy. 

8. Recovery rates (complete and/or social 
recovery) obtained spontaneously as well as 
on various treatment regimens (intensive 
psychotherapy, electroshock therapy, insulin 
coma therapy, tranquilizing drug therapy and 
frontal lobotomy) at the various levels of 
duration of illness are given. 

g. A practical treatment program is for- 
mulated based on the findings presented. 
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THE PRISON CODE 


The prison code is a group of positive and 
negative sanctions which apply to the be- 
havior of an inmate population in a prison; 
it defines and limits the actions of the inmate 
as an individual and as a member of the in- 
mate group in his relations with other prison- 
ers and with the prison personnel. The in- 
mates themselves create the prison code to 
satisfy certain of their needs which are both 
characteristic of and unique to their group. 
The code operates outside of (and usually in 
disregard of) the regular institutional rules. 
Neither the inmates nor the personnel ex- 
plicitly verbalize or specifically recognize all 
the functions of the code; however, prison 
society is obviously quite different from the 
non-criminal society of free men which sur- 
rounds it, and the prison code illustrates 
much of this difference. 


THE INMATE AS AN INDIVIDUAL 


An analysis of this social group will begin 
with an analysis of its individual members. 
However heterogeneous in terms of person- 
ality the inmates might appear, they have 
manifested at least 2 important common de- 
nominators of observable behavior: 1. each 
has committed a serious antisocial act, a 
felony, 2. each has been apprehended and 
convicted for his act. The first character- 
istic indicates that irrespective of the basic 
personality type these individuals all act out 
their aggressive hostile impulses in a preda- 
tory antisocial manner ; they transform their 
fantasy into motor behavior without an inner 
ability to control it. When they come together 
in prison, these same elements of acting out 
behavior, aggressiveness, hostility, impulsive- 
ness, and predatory antisociality appear in 
their group activities and social structure. 
The second characteristic might not be con- 
sidered significant until one realizes that only 
12.5% of all major crimes are solved(1). 
Expert detection leads to some of these solu- 
tions, but quite often the individual himself 
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makes some contribution to his own appre- 
hension, as evidenced by the large pro- 
portion of incarcerated inmates who gave 
themselves up (or else planted a clue while 
committing their crime which obviously iden- 
tified them), pleaded guilty at their trial, and 
now admit (if not boast of) their crimes. 
The implications are too numerous and com- 
plex to discuss here(2) ; suffice to say that 
operationally these inmates (particularly the 
recidivists) deliberately invite hostility and 
aggression toward themselves as well as 
restriction of their personal freedom; this 
they find in prison. If this observation is 
valid, it then follows that the prospect of 
punishment actually invites rather than deters 
antisocial acts by these deviant personalities 
(whether in or out of prison). 

Clinical psychiatric evaluation reveals at 
least 2 other qualities which are found in an 
overwhelming majority of inmates and mani- 
fested in their social group activity of the 
prison code. Most striking is their inability 
to form interpersonal relationships on a basis 
of mutual trust and faith, through which 
most people fulfill their interpersonal needs. 
This lack is also apparent in the prison code, 
as inmates relate to one another with distrust 
and suspicion. Secondly, they display little 
prospective insight and anxiety; thus they 
think only of immediate satisfactions and not 
of future consequences. 


NEEDS WHICH THE CODE TENDS TO SATISFY 


To summarize the preceding section, the 
majority of inmates have needs to act out 
impulsively with aggression and hostility and 
to prey upon the weak or unprotected. They 
manifest a need for restrictions and punish- 
ment (administered in a form which they 
can interpret as unjust retribution). They 
have little trust or faith in their fellows, and 
they do not consider the possible conse- 
quences of their behavior. 

To account for this behavior one might 
begin by hypothesizing that the individual 
inmate is the result of his previous total life 
experience, epitomized by the term rejection. 
Irrespective of the intentions of the prison 
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personnel to provide humane treatment and 
opportunities for self-betterment, the inmate 
often interprets his prison experience as the 
most recent and most severe rejection in his 
lifelong series of rejections. Therefore, he 
will use the prison code to reject his immedi- 
ate supposed rejector, the prison official. 


OPERATION OF THE CODE 


A fundamental and unique characteristic 
of the inmate society is the almost total ab- 
sence of physical or psychological escape 
routes from it. The absence of physical 
escape routes is the result of the structure 
of the prison, the prison rules which are de- 
signed to regulate the inmates’ physical 
movements, and the custodians who are em- 
ployed to enforce the rules. As a result the 
prisoner has no choice but to live in the social 
and psychological confinement of the inmate 
society, whose rules of behavior are much 
more rigid and constricting than are the in- 
stitutional regulations. This is reminiscent 
of the inductee in Navy boot training, who 
is advised to “shape up or ship out; and 
nobody’s leaving.” 

The possession of power is both the domi- 
nant value and the means of coercion in the 
prison code. The basic form of power is 
physical strength; secondary forms include 
institutional information (pilfered from 
files), ability to obtain special favors from 
officials, or materials not usually allowed 
(such as homebrew, or extra food stolen 
from the kitchen). The inmate or inmate 
group possessing the most power will domi- 
nate its own sphere of living and work; the 
result is that the strong prey upon the weak. 
Rigid hierarchies exist, and any situation 
which threatens the established “pecking 
order” must be resolved immediately and 
overtly; neither equality nor a standoff is 
tolerable. Adherence to the code varies di- 
rectly with the antisociality, hostility, etc., of 
the individual inmates comprising the group. 

No formal structure of laws exists. Rather, 
judgments concerning deviancy are made 
impulsively with each new case, depending 
upon the whims of the leaders who serve as 
juror, judge, and executioner. Punishment 
takes the form of physical brutality or fines 
(paid with either special favors or ma- 
terials). 


The prison code tends to be most satisfy- 
ing to those with deviant character disorders 
prior to their incarceration. Those indi- 
viduals who still share basic values with the 
non-criminal society of the outside have most 
difficulty adjusting in prison; for they have 
not yet rejected society or themselves to the 
point of having to develop antisocial traits. 

The criminal repeatedly demonstrates his 
inability to handle freedom; he lives in so- 
ciety only a short time before he commits 
another felony and returns to prison, While 
in prison he forms a code which limits his 
choices and inherently prevents group demo- 
cratic decisions, because the chaos which re- 
sults prompts the officials to write rules 
covering the situation. 


ROLE OF THE CUSTODIAN 


The dormitory and work supervisors who 
have a daily face-to-face contact with the 
inmates are the primary representatives of 
free society. Since their fundamental re- 
sponsibility is to maintain the custody of the 
prison, they are concerned with inmate dis- 
cipline and compliance. Because many in- 
mates choose to regard the custodian as the 
most recent of their rejectors and so relate to 
him in a hostile uncooperative manner, some 
custodians will assume the role actively. 

One reason why custodians may accept 
and work within the prison code is that it 
seems to make their job easier. If special 
privileges are granted to the strongest in- 
mates who enforce the code, those inmates 
ostensibly cooperate by obeying the institu- 
tional rules and forcing weaker inmates to 
comply also. Thus, the ward seems to run 
smoothly and quietly, and the custodian has 
less work to do as he no longer has to en- 
force discipline or mete out punishment. 


THE PROFESSIONAL STAFF WORKER 


The active resocializing and rehabilita- 
tive responsibilities have been delegated in 
most prisons to a professional group which 
includes physicians (especially psychia- 
trists), parole officers, educators, chaplains, 
and classification experts. Introduced as a 
part of the humanitarian reform begun some 
50 years ago in prisons, they have con- 
tributed significantly to that program. How- 
ever, neither the program nor the profes- 
sionals have made much difference in the 
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resocializing aspects of prisons ; for the facts 
indicate that rates of recidivism are substan- 
tially the same as they were 50 years ago and 
similar for similar prisons irrespective of 
their professional staff(3). 

If humanity, in the form of material neces- 
sities, medical and spiritual care, education, 
etc., is not the total answer in rehabilitation, 
what is? We do not know the total answer. 
However, we do know that humanity is a 
necessary beginning. We also know that the 
prison code must be eliminated or controlled, 
because it has an ultimate deleterious effect 
upon all participants. It places the control 
and maintenance of the total milieu, which 
is probably the most important aspect of a 
rehabilitative process, in the hands of the 
most manipulative predatory inmates. The 
psychiatrist who attempts to treat inmates for 
their mental illness (and antisociality) soon 
finds himself in an untenable position: he 
recognizes the malignant aspects of the 
prison code which prevent therapeutic re- 
socialization ; but if he attempts to regulate 
and structure the milieu, the inmates cor- 
rectly recognize this as an attack upon their 
society and regard the psychiatrist as a 
threat to their mode of existance. 


SUMMARY AND CONCLUSION 


It is clear that an inmate population which 
uses the prison code as a part of its social 
structure is not easily resocialized. To 
eliminate the code is possible only if the 
needs which the code satisfies are fulfilled 
by other means or replaced. 

All prison personnel should avoid partici- 
pating in or condoning the prison code. 
Rather, they should attempt to show the in- 
mate that he can best attain his goals by 
cooperating with the official program rather 
than living by the code ; this could be initiated 
in an orientation unit. Each new inmate 
should be classified by a multidisciplinary 
team (representing each aspect of the pro- 
fessional and custodial staff) according to 
his resocialization potential. Our experience 
has shown the following criteria to be most 
valuable: age and recidivism (both negative 
correlations), basic personality pattern (neu- 
rotics are most treatable, psychotics and 
character disorders less so), and the drive 
toward mental health (using observed be- 


havior rather than the inmate’s verbaliza- 
tions). Those who are “prison-wise” or 
“jnstitutionalized” should be segregated in 
their housing and .heir work. 

Certain mental hospital practices can be in- 
corporated into the management of prisons: 
I. personality change should be directed to- 
ward resocialization, not just institutional 
conformity; 2. freedom of movement and 
choice should be allowed to the practical limit 
of custodial security ; 3. a job commensurate 
with his level of ability and aspiration should 
be available to each inmate ; 4. suitable living 
quarters should be available, using the cri- 
teria of age and treatability ; 5. interpersonal 
relations between officials and inmates should 
be structured to decrease hostility, inspire 
a sense of personal confidence and mutual 
trust, and elevate self-esteem ; 6. short term 
satisfactions and long term goals should be 
allowed and encouraged. 

To operate such a program it is necessary 
to enlist the help of all personnel. One group 
found that their staff “would do a better job 
in the interests of our new therapeutic ap- 
proach if they felt a sense of involvement in 
our goals and if their statuses were not called 
into question by the reorganization(4). 

The prison code is the epitome of the de- 
structive anti-rehabilitative elements of most 
prison societies. The roles of the custodian 
and the professional worker have been noted. 
Cooperation between these two groups is 
essential, because both control and treatment 
are necessary in the resocialization of in- 
mates. In fact, a well-controlled prison set- 
ting may actually provide a milieu for the 
treatment of some deviant personalities which 
is potentially more effective than outpatient 
care or the minimal custody of a mental 
hospital(5). 
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HEREDITY AND EUGENICS 
FRANZ J. KALLMANN, M.D. 


To a chronicler long familiar with lean- 
year advances in medical (psychiatric) ge- 
netics, the past year * seemed to mark the 
long-awaited turn toward full recognition of 
genetic phenomena in the medical specialties, 
including psychiatry and neurology. The im- 
petus for this change in attitude, as reflected 
in a gradual convergence of psychodynamic 
and physiodynamic theories of health and be- 
havior(1-7), came from two provocative de- 
velopments in the biological sciences. First 
was the discovery that the specificity of a 
vast number of hematologic, metabolic and 
behavioral functions in man could be shown 
to depend on the properties and actions of 
genic elements (8-18). Second was the world- 
wide attention focused on the health hazards 
of nuclear radiation. 

Cautioned by the stark tenor of several na- 
tional committee reports(19-22), medical 
men everywhere appeared to realize that hu- 
man exposure to ionizing radiation called for 
reduction to the lowest practical level. Esti- 
mates of the safely allowable maximum dos- 
age per individual during the first 30 years 
of life varied from 4.6 to Io roentgens(23, 
19). The possible consequences of an in- 
creased mutation rate in human populations 
were thoroughly reviewed by Crow(25) and 
Wendt(26, 27), while the difficulties en- 
countered in direct studies of the genetic 
effects of exposure to nuclear radiation (as 
observed at Hiroshima and Nagasaki) were 
carefully evaluated by Neel and Schull(24). 
The immediate physical concomitants of fall- 
out radiation damage were described by Con- 
ard, et al.(28) in Marshallese children ex- 
amined two years after exposure. There was 
a mean deficiency of 5.33 cm in height and 
3.4 kg. in weight, but only in irradiated boys 
and not in girls. 

With man’s survival hinging on optimum 
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2 Grateful acknowledgment is hereby made of the 
help rendered by Dr. A. R. Kaplan in sorting out 
the extensive bibliographic material for this review. 
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use of his knowledge about the biological and 
social aspects of evolution, adaptedness and 
selection, the duty of the scientist to accept 
the role of leader in the areas of public health 
and population growth was eloquently ex- 
pressed by Burnet(29), Gedda(30), Glass 
(31), Herrick(32), Muller(33), Newcombe 
(34) and other experts in the biological sci- 
ences. Particularly impressive was Muller’s 
prediction that “mankind can increasingly 
avoid the missteps of blind nature, circum- 
vent her cruelties, reform our own natures, 
and enhance our own values.” His belief was 
based on the premise that the psychological 
characteristics most responsible for putting 
the human species into its present dominant 
position are those making for intelligence and 
those making for cooperative behavior. Mul- 
ler concluded, therefore, that these functions 
will continue to provide the most important 
means of meeting the evolutionary tests of 
survival and extension. 

On the didactic side, the rapidly growing 
literature on basic principles of heredity and 
evolution was augmented by a number of 
pertinent books, including those by Bates and 
Humphrey(35), Dodson(36), Kempthorne 
(37), Moore(38), Swanson(39) and Win- 
chester(40). There were also numerous 
monographs of more specialized genetic in- 
terest, such as those by Alstrom and Olson 
on “heredo-retinopathia congenitalis’’ (41), 
by Crowe, et al., on multiple neurofibroma- 
tosis(42), by Hallgren on enuresis(43), by 
McKusick on connective tissue disorders 
(44) and by Sjogren and Larson on oligo- 
phrenia in combination with congenital ich- 
thyosis and spastic disorders(45). 

The genetic aspects of aging and longevity 
were discussed by this reviewer in three dif- 
ferent symposia( 46-48), and those of neo- 
plastic disease by various panels of experts 
at the Third Medical Arts Congress in Turin 
(49) and at two conferences of the New 
York Academy of Sciences(50, 51). Find- 
ings of apparently significant variations in 
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the distribution of the ABO blood groups in 
patients with peptic ulcer, gastric carcinoma 
and pernicious anemia were reported espe- 
cially by Buckwalter’s research group(52), 
while the equally important problems con- 
nected with the detection of heterozygotes, 
linkage phenomena and mutation rate esti- 
mates were investigated by Hsia(53) and 
Pfandler(54), Howells and Slowey(55), 
and Kishimoto(56) and Vogel(57), respec- 
tively. Conveying the extraordinary diver- 
sity and scope of the contributions that ge- 
netics can make in all fields of medicine and 
allied human sciences, one of the most im- 
pressive publications of the past year con- 
sisted of the five volumes covering the pro- 
ceedings of the First International Congress 
of Human Genetics(58). 

The ideological effect of this trend on psy- 
chiatric theory was unmistakable, both here 
and abroad. Indeed, there were few meetings 
in this country where the possible etiologic 
significance of gene-specific background fac- 
tors in mental disorders was not considered. 
The evidence was equally clear at some of the 
international gatherings, notably the Second 
International Congress for Psychiatry in 
Zurich (September 1-7) and the Anglo- 
American Symposium in London (Septem- 
ber 10-11). Recent developments in psychi- 
atric genetics were reviewed in some detail 
at a special symposium of the Eastern Psy- 
chiatric Research Association(6), with Allen 
(genetics of mental deficiency), Hirsch (be- 
havior genetics), Kallmann (psychogenetic 
twin data) and Scheinberg (hereditary de- 
fects in protein synthesis) participating. On 
this occasion, the first R. Thornton Wilson 
Prize (Genetic or Preventive Psychiatry) 
was awarded to F. Herbert Scheinberg for 
outstanding genetic-biochemical research in 
Wilson’s disease. 

The central theme of Scheinberg’s address 
(6) was that the production of each protein 
is controlled by a specific gene and therefore 
lends itself to identification by modern frac- 
tionation procedures (59, 60). Essentially the 
same hypothesis was applied to the gene- 
specific etiology of schizophrenia by Fab- 
ing(10), various speakers at the Zurich Con- 
gress, and this reviewer (5, 6). 

Allen’s report on the genetics of mental de- 
ficiency (6) emphasized that, with the “norm 


of reaction” in familial mental deficiency de- 
fining the interaction of heredity and envi- 
ronment, heredity does not limit a trait such 
as intelligence by imposing a ceiling. Rather, 
it determines for each individual a unique 
distribution of potentialities in which the cen- 
tral values correspond to the most probable 
environments. Of the other three types of 
mental defect considered genetically distin- 
guishable, phenylketonuria was used to il- 
lustrate the inborn errors of metabolism, and 
multiple neurofibromatosis (dominant defect 
with variable expression, occurring fre- 
quently as a new mutation) as representative 
of the familial morphological syndromes that 
defy biochemical analysis but lend themselves 
to population studies. The hypothesis pro- 
posed with respect to mongolism as the pro- 
totype of the third group (where heredity’s 
role is still “obscure’’) was that of “a genetic 
mechanism something like that of Rh-eryth- 
roblastosis.” 

Equally daring was Allen’s theory(1) con- 
cerning other forms of human psychopa- 
thology: incomplete genetic stabilization re- 
sulting from the fact that phylogenetically 
the brain is one of the newest structures and 
is probably still in the process of rapid bio- 
logical evolution. Since natural selection had 
more opportunity to develop stabilizing ge- 
netic mechanisms (a kind of genetic homeo- 
stasis) in older structures, genetic control of 
brain development and function, and associ- 
ated physiological adaptations, was regarded 
as hardly being able to approach the ade- 
quacy of genic control in other systems. In 
fact, it was hypothesized that many of the 
genetic variations in the human nervous sys- 
tem were likely to be extreme. In Allen’s 
opinion, it might take “several million years 
of natural selection in a constantly changing 
social environment” to consolidate recent 
evolutionary advances in man’s nervous sys- 
tem and behavior. 

Progress made in other sectors during the 
year was expedited by refined cytogenetic 
techniques. For instance, chromosomal sex 
identification as inferred from cytologic 
tests (two X chromosomes in the nuclei of 
female or chromatin-positive cells, one X 
chromosome in male or chromatin-negative 
cells) helped materially in the differential 
sex diagnosis of congenital errors of sex de- 
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velopment. Lenz(61, 62) used blood smears 
(leukocytes) in patients with Turner’s syn- 
drome; he also recommended color vision 
tests (red-green) in the presence of testicular 
feminization. Bohle and Heinz(63) de- 
scribed the usefulness of placental specimens, 
and Plunkett and Barr(64-66) observed 
chromatin-positive nuclei with two X chro- 
mosomes (skin, oral mucosa, Leydig cells of 
the testes) in two cases of testicular dysgene- 
sis. Normal male chromosome patterns were 
found by Pare(67) in male homosexuals, 
while the advisability of distinguishing three 
types of gonadal dysgenesis was postulated 
by Witschi, et al.(68). Further cytogenetic 
data were reported by Beattie(69), Reitalu 
(70) and Taillard and Prader(71). Paren- 
thetically, it may be mentioned that the 
available evidence for a completely Y-borne 
type of sex-linked trait was questioned by 
Stern(72) and Penrose(73), and that for the 
fertility-reducing effectiveness of Hesperidin 
by Liters, et al.(74). 

Valuable contributions to the literature on 
twins were made by Vogel(75) and Vogel 
and Wendt(76) on EEG patterns and an- 
tropologic indices; Kaij(77) on drinking 
habits; Baroff(78) on the measurement of 
Bender-Gestalt visuo-motor function in men- 
tal deficiency ; and Eysenck(79) on genetic 
components in intelligence, extraversion-in- 
troversion and autonomic activity. General 
methodologic problems in the use of twin 
studies were discussed by Huizinga(8o), 
Lamy(81), Waardenburg(82) and Walker 
(83). 

Also of practical genetic interest were re- 
ports by Johnson and Peters(84) on ma- 
lignant lymphomas in four siblings; Nichol- 
son and Keay(85) on an opposite-sex pair 
of twins concordant as to mongolism; 
Branger(86) on nine cases of paralysis agi- 
tans in four generations of a Swiss family ; 
and Kozinn, et al.(87) on the diagnostic and 
eugenic problems encountered in families 
with Tay-Sachs disease. The list of other 
conditions in which methods of genetic analy- 
sis were profitably applied included cerebel- 
lar ataxia(88), tuberous sclerosis(89) and 
Wilson’s disease(go). 

In the field of eugenics, the symposium 
on genetic counseling procedures held by the 
American Eugenics Society (New York 


City, November 1) proved to be a timely and 
well-received event. Participating as panel 
speakers were Dice, Fraser, Herndon, Neel, 
Reed and this reviewer. At other confer- 
ences, the need for improved methods of 
family planning was emphasized by Gutt- 
macher(91) and Kishimoto(92). Strong 
evidence for causal relations between in- 
breeding and subnormal human health was 
presented by B66k(93) and Slatis and Reis 


(94). 
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Neurology, 


NEUROPATHOLOGY, ENDOCRINOLOGY AND BIOCHEMISTRY 
Brain MECHANISMS AND CONSCIOUSNESS 
A Book Review 
O. R. LANGWORTHY 


The author has attempted in these yearly 
reviews to present new and theoretical neu- 
rological concepts which may eventually have 
important impact upon psychiatric thought. 
Research workers in the fields of neuro- 
anatomy, neurophysiology, neurosurgery, 


psychology and psychiatry were invited to 


review present day thinking regarding the 
functional significance of the brain stem re- 
ticular formation. The results of the sym- 
posium were published as a book(1). This 
research group was troubled constantly by 
semantic problems. 

First consider “brain mechanisms.” Dis- 
covery of the remarkable functional proper- 
ties of the extensive core of gray matter 
lying adjacent to the principal afferent and 
efferent pathways in the brain stem and di- 
encephalon has stimulated new conceptions 
of the integration of the brain as a whole. 
At the very start relations were found be- 
tween the activity of this reticular system and 
states of consciousness, sleep and wakeful- 
ness. Penfield felt the necessity for a central 
structure in the brain stem which would 
serve as an anatomical basis for the coherent 
unity of mental processes. His hypothetical 
centrencephalic system of neurones in the 
brain stem has equal functional relationships 
with the two hemispheres and closely inter- 
related connections with widespread areas of 
each hemisphere. Magoun postulated an as- 
cending reticular system which is capable of 
activating the cortex as a whole. Morison 


1 Johns Hopkins University, Baltimore, Md. 


and Dempsey have described a system of 
neurones in the thalamus called the intra- 
laminar or recruiting system. Jasper found 
that bilateral wave and spike activity char- 
acteristic of the electroencephalogram of 
petit mal epilepsy could be reproduced by 
stimulation within the intralaminar portions 
of the thalamus; at the same time petit mal 
seizures could be produced in animals show- 
ing that this system must be closely related 
to the mechanisms of consciousness. The 
classical afferent projections to particular 
areas of the cortex may be called specific and 
the more diffuse, bilateral projection system 
nonspecific. 

“Consciousness” provided even more diffi- 
culty of definition. According to Magoun 
consciousness obviously accompanies the 
transition from sleep to wakefulness. Hebb 
designated consciousness as the responsive- 
ness of the normal waking animal. Integra- 
tion is the major feature of consciousness 
(Fessard). Hebb stated that you find inte- 
gration in a flatworm but you cannot assume 
that it is conscious. Consciousness is also a 
problem of temporal order. Hebb stated that 
memory and consciousness cannot be sepa- 
rated topographically. Penfield said that man 
is fully conscious when he is aware of his 
present experience and sets it in perspective 
with his past experience. Kubie stated that 
consciousness is an abstraction and cannot as 
such be the object of scientific investigation. 
Lashley defined consciousness as the process 
of awareness. 
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Sleep is another term which is difficult to 
define with precision. Sleep is not simply a 
passive overall reduction of activity but a 
complex and coordinated state (Tless). Pav- 
lov defined sleep as an irradiation of inhibi- 
tion. Walter suggested that sleep was an at- 
titude rather than just an inevitable or a 
necessary state. He defined sleep as a raising 
of the standard of significance required of 
stimuli. Lashley stated that there is no cri- 
terion of human sleep except in activity, lack 
of movement or the like. Hess found that a 
depressive effect may be elicited by stimula- 
tion of a clear cut area in the diencephalon. 
The animal shows decreased activity and the 
brain potentials show patterns of normal 
sleep. Bremer produced a condition of cer- 
veau isolé by midbrain transection. These 
animals remain asleep and the brain wave po- 
tential is of a sleep pattern. Olfactory or 
visual excitations as well as cortical stimula- 
tion can transitorily arouse these animals. 
The caudal part of the reticular formation 
which is disconnected from the midbrain pos- 
sesses by reason of the richness and variety 
of its different connections, the greatest func- 


tional importance in wakefulness. 

Although there is no scientific justification, 
the present author will consider reticular, 
intralaminar, centrencephalic and nonspe- 


cific as synonymous. Lorente de No de- 
scribed specific afferent fibers to the cortex 
as ending principally in layer four. The non- 
specific fibers coming from undetermined 
regions of the thalamus, transcortical fibers 
or transcallosal fibers end in all layers of the 
cerebral cortex. The axones of specific fibers 
end around the bodies of nerve cells whereas 
the nonspecific axones connect with the ter- 
minations of dendrites (Chang). The para- 
dentritic endings may act in modifying the 
excitability of the cortex, regulating the 
transmission in specific synaptic circuits. 
Magoun discovered that direct excitation 
of the reticular formation of the brain stem 
induces changes in the electroencephalogram 
seemingly identical to those observed in 
awakening from sleep. The regions from 
which this arousal could be induced included 
the subthalamus, the dorsal hypothalamus 
and the ventromedial thalamus. After lesions 
were made in the cephalic portion of this 
system in monkeys, the animals remained in 


a comatose state with the absence of all be- 
havior associated with wakefulness. A re- 
versible reduction of activity in this region 
may account for the transient loss of wake- 
fulness in anesthesia. Conversely a subcon- 
vulsive dose of strychnine led to pronounced 
augmentation of evoked reticular discharge 
with little change in cortical activity. Magoun 
suggested that the fibers involved in this re- 
action may travel in the thalamic fasciculus. 
Nauta considered that the medial forebrain 
bundle might be an important tract in re- 
laying this response. Green found that the 
response is found at considerably lower 
threshold in the hippocampus than in the 
neocortex. Magoun stressed that rate of the 
stimulation was important. Shocks at ten per 
second increase the amplitude of the rhythm, 
a recruiting response, while shocks at 25 to 
30 per second give desynchronization of the 
pattern and arouse the animals. 

Olszewski approached the problem from a 
neuroanatomical angle. The reticular forma- 
tion is a poorly defined structure. The ana- 
tomical and physiological conceptions of the 
reticular formation do not correspond. It is 
not a morphological unit but is composed of 
many nuclei of different structures. The au- 
thor delineated forty-eight nuclei in the re- 
ticular formation. The term reticular for- 
mation could advantageously be dropped and 
when speaking of any particular region of 
the brain stem reference should be made to 
the nuclei which comprise it. Olszewski pre- 
dicted that future investigation will disclose 
functional differences between all nuclei of 
the lower brain stem. 

Nauta and Whitelock discussed the non- 
specific thalamic projection system. There 
are small areas from which the whole non- 
specific system can be activated. The nuclei 
from which these modifications of cortical 
activity can be evolved are situated in or near 
the midplane of the thalamus, in the internal 
medullary lamina as well as in the paralami- 
nar part of the n. dorsomedialis, the n. ven- 
tralis anterior and the reticular complex of 
thalamus. The nonspecific thalamic groups 
tend to function as a unitary system within 
which patterns of topical localization are 
likely to exist. Projection takes place mainly 
through chains of short neurones. Marsan 
stated that lesions of n. ventralis anterior 


| 
4 
} 
5 
4 
: 
q 


592 


REVIEW OF PSYCHIATRIC PROGRESS 1957 


| Jan. 


and n. reticularis are capable of abolishing 
the cortical recruiting responses in a more or 
less discrete fashion. 

Moruzzi reported the results of microelec- 
trode analysis of the reticular mechanisms 
and of their influence upon the cerebral cor- 
tex. This study was limited to the medial 
bulboreticular formation. Cerebellar polari- 
zation elicits a powerful inhibition of spon- 
taneously active reticular units. The same 
bulboreticular unit may be influenced by sen- 
sory, cerebellar and motocortical volleys. The 
spontaneous discharge is increased by a sen- 
sory volley. There is a problem of disasso- 
ciating ascending from descending shock 
discharges. 

Jasper studied the specific and nonspecific 
systems in relation to microelectric records 
of brain waves. Stimulation of the nonspe- 
cific system may produce a successive in- 
crease in amplitude of cortical response in 
terms of unit discharge of cortical areas, the 
recruiting response. Unit firing from stimu- 
lation of the specific system produces dis- 
charges at shorter latency and prolonged 
after discharge may occur. The nonspecific 
system has a close relationship to spontane- 
ous resting rhythms such as the alpha 
rhythm. The increase of amplitude of corti- 
cal responses on stimulating the nonspecific 
system is particularly marked in the frontal 
and parietal regions. Jasper found that the 
nonspecific thalamocortical system may re- 
spond in parts, selectively. It is closely inter- 
connected, however, by multisynaptic path- 
ways. The thalamic reticular system seems 
to receive collateral afferent connections 
from all the principal ascending sensory 
pathways. A system of neurones having bi- 
lateral connections would have to be sought 
caudal to the thalamus in the reticular sys- 
tem. Nauta believed that cells in the specific 
nuclei of the thalamus also give rise to non- 
specific fibers in the cortex. Jasper stated 
that the interpretation of the function of the 
reticular system depends to a great extent 
upon what the functional significance of the 
electrical activity of the cortex may be, since 
the latter has been used extensively to test 
reticular system function. 

Penfield postulated that the indispensable 
substratum of consciousness lies outside the 
cerebral cortex and probably in the dien- 


cephalon. Stimulation of the superior and 
lateral surfaces of the temporal lobes in pa- 
tients often elicits remote or recent memories. 
The two temporal lobes have similar func- 
tions and contain records which are identical. 
It would go beyond the evidence to conclude 
that all memory records are necessarily 
stored in ganglionic patterns in the temporal 
cortex. Transcortical association tracts be- 
tween functional areas of the cortex are of 
minor importance. It was suggested that sen- 
sory information is integrated within the 
centrencephalic system. A selected portion 
of this information is then somehow pro- 
jected outward to the temporal cortex by the 
portion of the system which is in functional 
connection with the temporal cortex of both 
sides. As it is thus projected, a comparison 
is made with past experience, thanks to the 
records of the past that are held there, and 
judgement with regard to familiarity and 
significance is made. We should not think 
in terms of one level of the nervous system 
divorced from other levels. A large part of 
voluntary muscular action is produced by a 
stream of impulses that flows from the cen- 
trencephalic gray matter outward to the pre- 
central gyrus of each cortex and downward 
in the corticospinal pathway to the muscles. 
Selection or the focusing of attention de- 
pends upon action within the centrencephalic 
system or action between that system and 
other areas of the brain such as the sensory 
way stations of the cortex 

Gestaut presented electroencephalographic 
observations regarding the diffusely project- 
ing nonspecific system acting as a whole or 
in parts. Section of or absence of the corpus 
callosum in man does not interfere with bi- 
lateral integration and synchronization of 
cerebral rhythms. Likewise lesions of the 
medulla or pons do not appreciably modify 
cerebral electrogenesis, whereas lesions of 
the mesencephalon and diencephalon produce 
slow bilateral synchronisms in fusiform 
bursts. He postulated that most localized 
electroencephalographic abnormalities are of 
deep seated origin and are projected to the 
cortex from corresponding subcortical struc- 
tures. 

The problem of consciousness may be ap- 
proached by a study of disassociated states, 
for example, hypnotism or mescaline poison- 
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ing. Hebb discussed the disassociated states 
produced in subjects deprived of incoming 
sensory patterns by the manipulation of ex- 
ternal environment. Morison postulated that 
the reticular sensory system is the most prim- 
itive sensory system and that it makes central 
connections in the midbrain and diencephalon 
with other reticular areas which can store 
traces, engrams, as a result of past experi- 
ence. Coincidence or congruence between an 
incoming pattern of impulses and a filing 
card of past experience results in a sense of 
awareness or consciousness. The more rap- 
idly conducting, classical sensory system, 
may be thought of as a more recent arrange- 
ment for projection of precisely refined sen- 
sory pictures on the cortex or thalamus. Mes- 
caline poisoning might decouple the incoming 
sensory patterns from the filing arrange- 
ments in the centrencephalic system, thus al- 
lowing the latter to “free wheel.” Dreaming 
in light sleep might be thought of as a similar 
sort of decoupling perhaps because the spe- 
cific sensory system is more asleep than the 
centrencephalic area. 

Fessard provided a critical and compre- 
hensive review of the basic issues of the con- 
ference which is too fundamental to consider 
in detail here. He spoke of consciousness as 
an aspect of life in action or experienced in- 
tegration. There may be a rudiment of con- 
sciousness in living beings that are devoid of 
functional cortex or experimentally deprived 
of it. Full consciousness would appear as a 
mere enrichment of crude consciousness, as 
a result of projection of cortical patterns of 
activity down to a specific center. Fessard 
spoke of the dynamic intrinsic properties of 
reticular arrangements of neurones with 
short axones. Reticular systems behave as a 
multiple transmitting system. They can re- 
ceive messages without immediately giving 


Recent progress in electroencephalography 
can best be outlined by briefly summarizing 
the EEG and related sessions of the First 
International Congress of Neurological Sci- 
ences which was held last July in Brussels. 
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out orders, working as integrators. They ex- 
hibit spontaneous activities generally in a 
rhythmic form and exert actions as pace- 
makers. In reticular systems there are no 
private lines ; axone collaterals form overlap- 
ping fields where each impulse loses its indi- 
viduality. Transient organizations of the 
conscious present have a thickness in time 
which cannot be neglected. Time and ex- 
perienced integration are related in an or- 
derly sequence of integration according to 
rules that escape our understanding. 

In the summary statements, Lashley was 
not convinced by the evidence that the non- 
specific projection system is more closely re- 
lated to conscious processes than any part of 
the brain. Bremer felt that consciousness 
was not located in any special cerebral area. 
The relationship between the nonspecific 
thalamic system and the brain stem reticular 
formation is not known. Similarly, there is 
no information concerning the functional in- 
terrelation between impulses emitted by the 
specific sensory thalamic nuclei and the dif- 
fuse system. Adrian did not know how far 
we could go in regard to the reticular system. 
Is it a mechanism to wake up and put us to 
sleep or does it have to do with the direction 
of attention and the actual work of the con- 
scious brain? Bremer gave an opinion that 
consciousness is an integrative process of the 
whole brain. This view was attacked by Jas- 
per as a sterile concept, leaving no experi- 
mental approach to this problem. Rioch 
stated that consciousness is a phenomenon of 
interpersonal reaction. 


BIBLIOGRAPHY 
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The writer will therefore limit this review 
to the proceedings of this Convention al- 
though some reference will also be made to 
basic studies published elsewhere. For cur- 
rent literature the reader is referred to the 
Journal of EEG and Neurophysiology and 
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to a recent review(7). Three important 
monographs were published (11, 12, and 36). 

Basic Studies —A fascinating “natural 
history of the nerve impulse” was out- 
lined(5). Graded response to stimulation is 
held as most primitive and most generally 
present in the nervous system. “All-or- 
none” structures emerged as a necessary de- 
velopment in order to secure transmission 
of stimulation over great distances. Thus 
for instance graded response of a receptor 
determines a corresponding graded response 
of dendrites of the associated central neurons 
through repetitive “all-or-none” axonal ac- 
tivity summated at the synaptic level. As in 
the chains of short neurons of the central 
nervous system, the graded responses and 
their field effects might be prevalent, the 
current interest in dendritic potentials re- 
mains unabated. Dendrites may share with 
many other synaptic structures an inability 
to respond to electrical stimuli(15) being 
activited by chemical transmitters, different 
for excitatory and inhibitory synapses. 


Curare in high dosage may suppress den- 
dritic potentials, although differential sensi- 


tivity of inhibitory and excitatory neurons, of 
different CNS structures, and, possibly, of 
different species(25) makes it difficult to ana- 
lyze the available data. A recent discovery 
of the effects of gamma-aminobutiric acid 
(35) which suppresses negative components 
of the dendritic potential while unmasking an 
underlying positive component, is consistent 
with a selective enhancement by this sub- 
stance of inhibitory processes. Its presence 
in the normal brain tissue(1) and the oc- 
currence of convulsions elicited by its chemi- 
cal antagonists (hydrazides) suggests the 
clinical importance of these studies(22 
The relation of inhibition to hyperpolariza- 
tion was experimentally demonstrated(11, 
see also 33), while problems related to in- 
hibitory functions of dendrites were criti- 
cally reappraised by Russian physiologists 
(3): 

Consciousness.—Keticular mechanisms 
(with their axo-dendritic synapses) of con- 
sciousness continue to be one of the main 
topics of electrographic research. A certain 
number of findings are difficult to explain: 
in certain comas the EEG may be either nor- 
mal or “flat” with a conspicuous absence of 


delta waves usually associated with an im- 
pairment of awareness ascribed to the de- 
ficiency of the alerting reticular mechanisms. 
It was suggested that this may be the case 
when only the caudal reticular formation is 
involved. Conversely, cholinergic drugs may 
apparently activate the cortical brain wave 
pattern without the presence of the cor- 
responding correlates of alert behavior. 
There may be a difference in time between 
the effects of experimental conditions upon 
respectively EEG pattern and behavior. The 
explanation of these discrepancies has been 
sought either in the absence in some in- 
stances of a total involvement of the reticu- 
lar formation (bulbar comas) or in the al- 
leged selective effects upon the cortex (case 
of cholinergic drugs). Only when a total 
coordinated cortico-subcortical disturbance 
is present does EEG reflect behavior (for 
literature and further discussion, see (8) ). 
An EEG study of patients in whom alteration 
of consciousness was found following verte- 
bral angiography revealed delta activity (uni- 
lateral or bilateral) only when the contrast 
medium was located in the posterior cere- 
bral arteries (probably only their central 
branches). When the contrast medium failed 
to fill the vessels beyond the basilar artery 
and its collaterals, the consciousness was im- 
paired without any EEG changes. However, 
even in these cases no alerting reactions 
could be observed following sensory stimuli 
(28). As to the thalamic portion of the 
“non-specific” activating system, recent 
neurosurgical studies in man show that 
low frequency stimulation elicits drowsi- 
ness whereas high-frequency stimuli cause 
arousal; however, in the latter case block- 
ing of alpha or slow waves is not observed 
usually(18). The absence of reactivity of 
the EEG patterns during comas (whether 
or not the delta rhythm is present) is con- 
sidered of a poor prognostic significance 
(13). It might be of interest to speculate, 
in the light of these findings, as to the sig- 
nificance of a reduced reactivity of EEG 
tracings in schizophrenics recently re- 
asserted by various techniques of “func- 
tional electroencephalography” (6). 
Conditioning .—Electroencephalography, 
without solving the problems of mechanisms 
of conditioning, added a new dimension to 
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such studies. Whether electrical potentials 
are investigated during classical conditioning 
(for instance, conditioned motor behavior), 
or during occipital alpha blocking, or, “fre- 
quency-specific” (the same as that of the un- 
conditional flicker stimulus) responses after 
association of sound (conditional stimulus) 
with light (unconditional stimulus), most of 
the observers agree that the following se- 
quence of events takes place(9, 12, 29, 32, 
and 39): 1. Either presence of a diffuse 
alerting response to the previously neutral 
stimulus or generalization of “evoked po- 
tentials” induced by the stimulus in previ- 
ously unresponsive structures; and 2. se- 
lective switching of the effects of the 
conditional stimulus to the area correspond- 
ing to the unconditioned reactions (motor 
area in the classical technique ; occipital cor- 
tex in the son-flicker associations). Thus 
Pavlovian concepts of the sequence gen- 
eralization-concentration of “excitation” is 
now illustrated by a different although re- 
lated set of facts; excitation appearing to 
“concentrate” in the area of the uncondi- 
tioned stimulus. Depth electroencephalog- 
raphy reveals, in addition, that conditioned 
alerting responses are observed earlier and 
more consistently in the mesencephalic retic- 
ular formation than in the cortex. This sug- 
gests to some authors(12) that the tem- 
porary connections are established at that 
level, whereas for some others hypothalamus 
appears to be the site of the new associa- 
tions(27). Recording of evoked potentials 
during the process of conditioning may re- 
veal the recruitment of new subcortical struc- 
tures in the integrated response. Thus for 
instance, hippocampus (which reacts poorly 
to flicker under normal conditions) shows a 
steady response to this stimulus in the proc- 
ess of conditioning(39). Again the Pavlov- 
ian concepts of external versus internal in- 
hibition have been reviewed in the light of 
the EEG findings. Thus, external inhibition 
is usually associated with a flattening of the 
record, whereas the internal inhibition (par- 
ticularly extinction) may be expressed by 
slow waves. Microelectrographic analysis 
(37) made during a simultaneous ordinary 
EEG recording shows an extreme com- 
plexity of single unit activities during dif- 
ferent phases of conditioning. Thus, for 


instance, during a flattening of the record 
some cells may show an increase of activity 
while some others may exhibit evidence of 
inhibition or fail to respond. In many cases 
only the pattern of response changes. Of 
course, Pavlovian concepts of inhibition are 
difficult to correlate with the activities of an 
aggregate of cells, as a suppression of a spe- 
cific conditioned reflex may be associated 
with an activation of a reaction of the op- 
posite functional significance (“induction”). 
Clinical application of conditioning (20, 24), 
without solving the main etiological prob- 
lems, may however contribute to the enrich- 
ment of clinical semeiology. For instance, 
electrographic distinctions may be made in 
catatonic stupor between the deficiencies of 
either afferent or efferent reactivity. Psy- 
chasthenic and other neurotic conditions 
were analyzed by this method. The classical 
Pavlovian process of “differentiation” by 
which unrelated stimuli are progressively 
losing their effectiveness are now considered 
in the light of electrographic investigations 
of “habituation” (disappearance, even in the 
lower level sensory nuclei, of evoked poten- 
tials following repetition of stimuli). From 
this viewpoint recent contributions reveal- 
ing an active control by reticular formation 
of the reactivity of receptors are of extreme 
interest (16). 

Petit Mal_—Centrencephalic origin of petit 
mal epilepsy appears increasingly contro- 
versial. There is a growing evidence favor- 
ing the presence of a continuum between a 
pure lapse of consciousness, associated with 
a synchronous 3 c/sec. spike-and-wave dis- 
charge, and the temporal automatisms asso- 
ciated with other electrographic patterns. 
Between these two extremes there is a great 
number of cases characterized by a loss of 
consciousness associated with automatisms 
and 3 c/sec. spike-and-wave discharges(2, 
23, and 38). In some cases of petit mal, or- 
ganic etiology as well as personality dis- 
orders were described(17, 30, 31, and 34). 
In patients with petit mal a self-sustained 
3 c/sec. spike-and-wave discharge could be 
elicited by intracerebral electrical brief stim- 
uli applied to a great variety of structures 
without any indication of a lower threshold 
in the thalamus(4, 19). A generalized and 
quasi-symmetrical spread of 3-3.5 c/sec. dis- 


an 
|_| ms 
3 
i 


596 


REVIEW OF PSYCHIATRIC PROGRESS 1957 


[ Jan. 


charge may not be due to the presence of a 
single pacemaker: bilateral synchronization 
can be achieved by a mutual influence of sev- 
eral discharging cell groups(10). The pos- 
sibility of a selective decrease of accom- 
modation to an epileptogenic process of low 
intensity may be a factor explaining the 
presence of prolonged DC shifts with super- 
imposed spike-and-wave discharges observed 
in petit mal. In other forms of epilepsy 
such patterns are of brief duration(26). Al- 
teration of consciousness is most pronounced 
at the instant when the spike of the spike- 
and-wave complex is recorded(13). 

Other sessions of the Convention were 
devoted to the problems of ontogenetic de- 
velopment (21) and spread of abnormal dis- 
charges(14). 
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Statements to the effect that this or that 
country leads all the others in a certain sub- 
ject are usually specious in addition to being 
tedious. If by way of introducing a brief 
survey a statement is made to the effect that 
the United States at present is the leading 
country in the behavioral sciences (to which 
on its theoretical premises psychiatry may be 
counted), this statement should at least be 
qualified at once. Quite factually there is a 
greater scope to both psychology and psy- 
chiatry in the United States than elsewhere. 
More people are at present active in these 
fields than in other countries, and many va- 
ried jobs are available to them. There is a 
proportionate output of publications in psy- 
chology and psychiatry and a proportionate 
rate of growth in either, forecasting an even 
greater expansion. Both public sentiment and 
social structure of the United States seem 
to have much to do with provoking the ex- 
traordinary increase in the theoretical study 
of behavior and conduct, and its ever widen- 
ing application of educational, preventative, 
and readjustive efforts. The significance of 
these efforts in the consciousness of the pub- 
lic again can be safely assumed to be greater 
here than anywhere else. As one might ex- 
pect, this development has been under way 
for much longer than the last dozen years. 
Yet it entered decidedly into a new phase 
with the end of the second war. We might 
take this date for the mark of the new era 
in which, for the first time in civilization 
concern for the psychological adjustment of 
the individual has become a dimension of 
public life(2r). 

The fact that the United States after the 
war has been rapidly becoming the place to 
which one goes in order to pursue advanced 
studies in psychology or psychiatry (as Paris, 
or the German universities, or Vienna had 
been before) added its share to a trend of 
hemispheric isolation in science, ignoring 
other people’s contributions, especially when 
they are written in a foreign tongue. While 
we produce more psychology and psychiatry 
than others, only the future can assess our 
true productivity. Funds, which fortunately 
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in this country are available to the behavorial 
sciences, make certain large scale investiga- 
tions possible and can aid and facilitate most 
other researches. We have as yet no way of 
telling whether this new affluence will also 
elicit new ideas and coax genius into appear- 
ance. Maintaining contact with similar en- 
deavors in other countries, therefore, is not 
only scientific good manners, but elementary 
good sense. 

A broad introduction to the major trends 
of European psychology is provided by 
David and von Bracken(5). This book is 
based on a symposium on European charac- 
terology at the International Congress of 
Psychology in Montreal, 1953, and was pub- 
lished under the auspices of the International 
Union of Scientific Psychology. It represents 
not only a great many different viewpoints in 
Continental, British, and American psy- 
chology but several attempts to define these 
differences by comparison; thus it succeeds 
in demonstrating the major trends in con- 
temporary psychology on their ideological 
premises more clearly than this had been 
done before. Topics discussed in this man- 
ner are: Personality theory in Germany (von 
Bracken), Britain (Franks), Italy (Roser), 
and France (Zazzo), as well as Swiss psy- 
chology (Ellenberger). Various aspects of 
psychology based on Existentialism are 
treated in papers by Buytendijk and van Len- 
nep; Schichtenpsychologie (psychology of 
the levels of the mind) in papers by Lersch 
and Gilbert, a Thomistically oriented dy- 
namic psychology in a paper by Nuttin. 
There are essays on the logic and validity of 
psychoanalysis by Frenkel-Brunswik and a 
critique of Phenomenology and Psychoanaly- 
sis on Developmental Psychology (Ander- 
son), Neural-humoral Factors in Person- 
ality (Luthe), Character Change (Thomae) 
and Experimental Depth Psychology ( Wolff). 
The volume is completed by comparative 
critical studies of the psychologies presented 
before, by Wyatt, and McClelland respec- 
tively. An annotated bibliography by David 
will be useful to anybody wishing to follow 
up these “perspectives” in greater detail. For 
other, briefer surveys of European psy- 
chology and psychiatry see (6, 10, 12). 
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The centenary of Freud’s birth was cele- 
brated in Germany in a lecture series jointly 
sponsored by the universities of Frankfurt 
and Heidelberg. The result has been pub- 
lished as volume 6 of the Frankfurter Beit- 
rage sur Soziologie, Freud und die Gegen- 
wart(1). Apart from the quality of the in- 
dividual articles this volume has again the 
distinction of putting together contributions 
which show trends characteristic for the dif- 
ference between European and American 
orientation. The book contains papers by 
E. H. Homburger, René A. Spitz, Michael 
Balint, E. E. Krapf, Edwin Stengel, Ludwig 
Binswanger, Gustav Bally, Frederick Wyatt, 
Franz Alexander, Hans Zulliger, and Her- 
bert Marcuse. Progress in Psychotherapy 
(7), in addition to other useful information 
and several critical papers, has also a survey 
on “Present Psychotherapeutic Development 
in European and South American Countries.” 

As an attempt at a synthesis between psy- 
choanalysis and Piaget’s psychological theo- 
ries Odier’s book(13) will also be of system- 
atic interest in addition to focusing on the 
specific clinical problem of non-differentiat- 
ing (“magical”) forms of mentation under 
stress. For an encyclopaedic survey of stud- 
ies on children’s thinking, see Russell’s book 
(17). 

Another cooperative European endeavor 
brings together ideas about the development 
of the child(14). In this volume some of the 
foremost child psychologists of Western 
Europe present views about stages of growth. 
While no definite schema of growth emerged, 
many highly interesting ideas were articu- 
lated in a series of well-planned sessions. 
Just because these ideas differ from the views 
on the subject held in this country, the book 
should be of special interest to American 
readers. Lois Murphy and her associates pre- 
sent a detailed, and in its observational con- 
creteness rather original, study of the devel- 
opment and the personality of normal chil- 
dren(11). The weight of the study rests on 
the perceptiveness of the observer and on his 
methodological freedom in grasping the ever- 
changing, within itself conflicting and con- 
verging, pattern of a child’s personality. The 
emphasis on the healthy or “normal” child 
makes the wealth and the ingenuity of obser- 
vation in this book especially interesting. 


Whatever the true contribution of Alfred 
Adler may be—and the authors make a point 
that it is greater in ideas than is commonly 
accepted—the Ansbachers’ book on Adler (2) 
provides a more extensive, more detailed and 
more systematic compendium of Adlerian 
psychology than any previously attempted. 
In a volume by the late Werner Wolff(20) 
the results of an extensive inquiry with psy- 
chotherapists of different schools are pre- 
sented. They show not only the enormous 
variety of terms, approaches, convictions 
which make up present-day psychotherapy, 
but imply the need for clarifying its growing 
semantic confusion and suggest certain 
trends converging from the plurality of 
stated (or intimated, or undefined) opinions 
to not yet clearly articulated new propositions 
among which the concern with the thera- 
pist’s personality appears as the most im- 
portant. 

A summary of Russian psychology 1950- 
56, by Razran, comprehending twenty books 
(five textbooks, the rest symposia and books 
devoted to special problems) will be found 
in Contemporary Psychology(15), the new 
Journal of Reviews of the American Psycho- 
logical A ssociation, now in its second year. 

For the contribution of clinical psychology 
at large, Brower and Abt offer the second 
volume of their Progress in Clinical Psy- 
chology(3). From the point of diagnostic 
psychology a collection of articles on the 
MMPI(18), by now the most widely used 
psychometric test of personality assessment 
(and dust-bowl empiricism’s proudest con- 
tribution to clinical psychology) will be 
found useful. Robert White’s The Abnor- 
mal Personality, one of the most balanced 
and thoughtful textbooks of abnormal psy- 
chology, was published in a considerably 
modified second edition(19). 

A concise and not overly technical ac- 
count of the psychological implication of in- 
dustrial management—which also includes 
the psychological conditions with which man- 
agement has to deal, and should therefore 
recognize and understand—is contained in 
Mason Haire’s new book(8). A survey of 
psychological and sociological factors in oc- 
cupations is provided by Ann Roe(16). The 
results of a recent study of the profession of 
psychology(4) will be of interest inasmuch 
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as it produces some fascinating data about 
psychology itself, but in so doing inevitably 
suggests also ideas about life and career in 
the professions at large. For a survey of the 
new profession of clinical psychology, its 
origin, training, convictions and problems, 
see Hunt(9). 

An extensive study by I. Belknap(2a) 
focuses on the administration of state mental 
hospitals and their deficiences which are seen 
mainly in a lack of communication between 
the three levels of people working in such an 
agency (administrative, professional, attend- 
ant), the lack of opportunity for initiating 
programs which might improve the situation, 
and the lack of support, instruction and guid- 
ance for attendants. 
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As in the past reviews we would like to 
call attention to some contributions which 
indicate trends in investigative work in the 
field of clinical psychiatry. It is obvious that 
not all contributions of value can be men- 
tioned. We also have to concentrate on con- 
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tributions in the English-speaking literature 
or otherwise our task would have to exceed 
the space available. At first we would like to 
mention some monographs which are out- 
standing in last year’s literature. 

Bois(1) published a stimulating book en- 
titled Explorations in Awareness which dis- 
cusses the processes of observing, thinking, 
and communicating. Here the author pre- 
sents practical examples from life situations 
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to illustrate how to evaluate what one sees, 
hears and otherwise experiences. The work 
is based on some of the fundamental princi- 
ples of Korzybski’s semantics. 

A book called The Urge to Mass Destruc- 
tion written by Samuel J. Warner(2) de- 
scribes the close parallelism between the gen- 
esis, dynamics and operations of human 
destructiveness encountered in patients un- 
dergoing psychotherapy. This relationship 
that obtains in widely scattered areas invites 
the formulation of principles which may be 
applied to the threat of mass destruction on 
the large social scale that threatens the world 
today. The urge of man to destroy himself 
along with the others is also emphasized in 
this text. 

A symposium(3) on schizophrenia from 
the standpoint of psychoanalytic office prac- 
tice includes the contributions of thirty spe- 
cialists. It covers the subject from a variety 
of points of view and the approaches to the 
problems are varied enough to afford the 
clinical psychiatrist a comprehensive review 
of what is being thought and done to under- 
stand and treat schizophrenic disorders. 

During the year a book entitled Schizo- 
phrenia 1677(4) appeared bearing in addi- 
tion to the description of the visions of one 
Christopher Haizmann who recorded his ex- 
periences with the devil in paintings, an ex- 
cellent historical review of the contributions 
of psychoanalysis to psychiatry and a critical 
evaluation of several of Freud’s themes and 
classical publications, including, among 
others, the Schreber case, mechanism of par- 
anoia, and the libido theory. The analysis 
of the Haizmann case with the colored illus- 
trations is an instructive bit of clinical psy- 
chiatry. 

The first Salmon Memorial Lectures were 
given twenty-five years ago by Adolf Meyer. 
The lectures were not published at the time 
but have now appeared posthumously in book 
form(5). These three lectures explain the 
foundations of psychobiology and the psy- 
chopathology of mental disorders, and the 
fundamentals of therapy within this frame- 
work, It is a valuable book offering a rather 
complete formulation and overall picture of 
the Meyerian theories and practice. 

The fifth edition of Bernard Hart’s widely 


known Psychology of Insanity(6) came out 
early in the year. The first edition appeared 
in 1912 and it soon became famous as an 
orientation for beginners in psychiatry. The 
author has revised the introductory chapter 
on the historical development of the field. 
Its popularity as a compact text will prob- 
ably not diminish. 

The Roots of Modern Psychiatry written 
by Altschule(7) points out the history of 
ideas regarding anxiety, the introduction of 
ego-psychology into psychiatry and the ori- 
gins of concepts of unconscious cerebration 
among numerous other historical accounts of 
value to psychiatrists. Each essay bears a 
liberal bibliography useful for medical his- 
torians. 

In several respects the recently published 
book Clues to Suicide(8) is unique in its 
particular field. It is a research study by a 
group of nineteen contributors, it covers the- 
oretical, experimental, and clinical aspects in 
a comprehensive way, and ends in an ap- 
pendix consisting of a large number of 
genuine and simulated suicide notes. The 
literature on suicide is also apparently well 
covered. 

The third and final volume of Jones’ bio- 
graphy The Life and Work of Sigmund 
Freud appeared late in the summer of last 
year (9). This description of “the last phase” 
(1919-1939) of Freud’s life and work points 
up the struggles, the suffering, and the suc- 
cesses of the mature years of the creator and 
master of psychoanalysis. It is also an in- 
teresting evaluation of the importance of the 
psychoanalytic movement for posterity. 

In the following we would like to call at- 
tention to some articles which we feel con- 
tributed to clinical psychiatry, either in meth- 
odology or observational material. 

The term “postpartum mental illness” as 
used in this study(10) includes all mental 
disorders in women in which childbirth was 
a principal precipitating factor. The study 
consisted of 100 hospitalized women suffer- 
ing from postpartum psychic disturbances 
and a control group of 100 female patients 
admitted to the same hospital and matched as 
far as possible for age, type of psychosis, 
etc., but without childbirth as a factor. Sev- 
eral interesting findings were listed among 
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which are: I. postpartum mental disorders 
do not constitute a disease entity; 2. nearly 
one half of the illness followed the birth of 
a second or subsequent child; 3. the post- 
partum patient was similar in respect to 
previous mental instability to any other fe- 
male patient of the same age; 4. postpartum 
patients with schizophrenia had the same 
prognosis as did other schizophrenics; 5. of 
the postpartum patients as a group, about 
75% were in fairly satisfactory remissions 
four years after hospitalization, therefore, 
the postpartum patient may be considered to 
have a favorable prognosis; 6. the chance 
was only one in seven of a subsequent mental 
disorder following another pregnancy. 

Wolman(11) describes 16 latent adult 
schizophrenics whom he observed in a psy- 
chotherapeutic setting. The clinical symp- 
tomatology consisted mainly of insomnia, 
severe anxiety and hypochondriasis. The 
author found that in early childhood they 
are under constant threat and worry about 
their love-demanding mothers. The author 
feels that latent schizophrenia is not a nar- 
cissistic disorder, but results from preco- 
cious demands made on the child by the fear 
of the loss of his love object. The observa- 
tions of Dr. Wolman are interesting in this 
group of patients, but we believe that this is 
not the sole mechanism that produces latent 
schizophrenia. It has to be considered that 
relatives of latent schizophrenics often have 
a similar emotional structure as the patient. 
This, however, is often not recognized be- 
cause the intensity of these different schizo- 
phrenic structures is varied and the milder 
forms are overlooked. 

The authors(12) present evidence on a 
case of anorexia nervosa that despite the 
typical obsessional facade, the underlying 
condition is actually a psychotic process 
They are rather pessimistic of the so-called 
“insight” therapy. They feel that the most 
effective therapeutic tool in this malady con- 
sists in the attainment of some gratification 
through human relationship and has to take 
into account the vast dependency needs of 
these patients. Most cases of anorexia ner- 
vosa which show a severe clinical sympto- 
matology are actually schizophrenic and 
more and more evidence is being demon- 


strated that severe cases of anorexia nervosa 
are not neuroses, but a deeply ramified psy- 
chosomatic expression of a psychotic process. 

The authors(13) are presenting a new 
technique of psychiatric consultations in the 
internist’s offices. After a report by the 
internist a free associative anamnesis is 
taken and finally the psychiatrist gives a 
brief outline of the patient’s syndrome, his 
personality, and the relationship of the pa- 
tient and physician as they emerged during 
the consultation. The advantages of this 
kind of consultation between psychiatrist and 
internist, especially in regard to the trans- 
ference situation are described. They feel 
that the internist gains a better understand- 
ing of the patient. The referral of the pa- 
tient to the psychiatrist for psychotherapy 
is also made easier if such a necessity should 
arise. The psychiatrist furthermore could 
prevent the internist from getting into trou- 
ble with cases which he is not prepared to 
handle or he is able to find out that perhaps 
the psychiatric problems are unrelated to the 
medical problems the patient is having. They 
also make the point that through a joint in- 
terview some physicians who are not ac- 
quainted with the ways of the psychiatric 
thinking and working, observe it in action 
and are then able to appraise the contribu- 
tions of psychiatry in a proper manner which 
does not lead to overevaluation and over- 
expectation. 

This important study demonstrates that 
the social environment has a profound effect 
on general health(14). It influences the 
development and progression of all forms of 
illness regardless of their nature and regard- 
less of the influence of other etiological fac- 
tors. They found that persons as a group 
who are experiencing difficulty in adapting 
to their social environment have a dispro- 
portionate amount of all the illness occurring 
among the adult population. We feel that 
this study is very important from the point 
of view of the facts found. The interpreta- 
tion of the findings will need careful evalua- 
tion. They could be interpreted in sociologi- 
cal terms, but they could be interpreted also 
as constitutional weaknesses which express 
themselves in the physical organization of 
the individual on one hand and in social 
adaptability on the other. 
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This study(15) reports the social factors 
in the suicide attempts of 109 patients 
brought to a general hospital. Patients with 
chronic alcoholism, conversion reactions, and 
sociopathic personalities reported a much 
higher frequency of social difficulty such as 
marital friction, divorce, job instability, and 
financial dependency than patients with 
manic-depressive and chronic brain syn- 
dromes. They were not only involved in 
more social difficulties at the time they made 
the suicidal attempts, but they reported such 
difficulties throughout their lives. Before 
manic-depressive or chronic organic syn- 
drome patients attempted suicide they were 
disturbed by feelings of depression, self- 
disgust and worthlessness but seldom by feel- 
ings of anger or spite or by feelings of frus- 
tration or neglect caused by others, while 
patients in the aforementioned other diag- 
nostic groups showed the opposite pattern. 

The authors(16) describe synchronous re- 
cordings made of social interaction and phys- 
iological activity. Certain interaction pat- 
terns correlated with heart rate and lability 
of patients and therapists and with skin 
temperature level and lability of patient. 
They found that the higher number of “ten- 
sion” scores during the interview the higher 
was the heart rate. The higher number of 
“tension release” scores for the patient, the 
lower the patients’ heart rate. The higher 
the number of “tension” scores during a 
given interview, the higher the therapist’s 
heart rate and the lower the heart lability. 
There was a tendency for the therapist’s 
heart rate and lability to be similar to the 
patient. When “antagonism” appeared, the 
patients tended to manifest opposite trends 
in cardiac functioning. The patients’ heart 
rate would slow down, whereas the thera- 
pist’s would speed up. The relationship ac- 
cording to the authors indicates a positive 
physiological identification when the latter is 
expressed in tension or tension release, but 
a negative correlation appears when he is 
expressing negative direct antagonism. 

Similar investigations as in the previous 
article were done by Dr. Malmo and his as- 
sociates(17) between the interviewer and 
the one interviewed with means of physio- 
logical techniques. The subjects were 19 fe- 
male psychoneurotics. In the first part the 


subject told a story from a TAT card. The 
examiner, a psychologist, either praised or 
criticized the story. The patient was then 
seen by the doctor who proceeded with the 
clinical interview in which he first questioned 
the patient about the test asking her other 
questions and finally reassuring her. The 
results of these experiments were very in- 
teresting because they revealed different 
physiological reactions to supportive and 
threatening situations, not only in the pa- 
tients but also in the examiner. The exami- 
ner’s reaction indicated that after he had 
been critical his tension remained high, but 
the tension fell when the subject had been 
praised. 

The authors(18) tried to investigate the 
effects of drugs on patients by separating the 
psychological and sociological influences the 
drug exerts as separate from the pharmaco- 
logical effect itself. They tried to evaluate 
the patients’ reaction to the environment 
with different rating scales. They also es- 
tablished the rate of improvement while 
they were under observation while not taking 
the drug. They tried to register the psycho- 
logical and sociological factors which in- 
fluenced the patient. When the drugs were 
then introduced the direct drug effect was 
distinguished from the “milieu effect.” We 
believe that such studies are important even 
though it is not easy to evaluate “milieu ef- 
fect” from drug effect. Nevertheless such 
studies would contribute to our understand- 
ing of the placebo effect. It would also indi- 
cate that some time the pharmacological ap- 
praisal of the drug alone is not a sufficient 
indication as to the value of the drug, es- 
pecially if it is not given to an individual but 
to a large group of individuals in a hospital 
setting. 

Dr. Frank, et al.(19) investigated 91 psy- 
chiatric outpatients and they reviewed the 
literature to determine why patients leave 
psychotherapy. They found the following 
facts: attributes of the patient which are 
positively related to remaining in treatment 
are class, education, and occupation, fluctu- 
ation illness with manifest anxiety, readiness 
to communicate distress and personal liabili- 
ties, influenceability, integrity, and persever- 
ance. With respect to the treatment situa- 
tion, its relationship to the patient’s life sit- 


= — 
4 
4 
4 
4 
4 
4 
3 


1958] REVIEW OF PSYCHIATRIC PROGRESS 1957 603 


uation, aspects of the treatment itself, and 
the attempts of the patient himself influence 
whether or not the patient remains. One 
of the main factors found in leaving a psy- 
chotherapeutic situation is the lack of moti- 
vation by the patient. They originally sought 
help because they were told to seek help, but 
they had many reservations about the ther- 
apy and if the therapeutic situation develops 
in a manner that they feel justified in leaving 
it, they will do so. 
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So many new drugs are being developed 
and promoted by the manufacturers that it 
is impossible to comment more than briefly 
on them. The proceedings of several sym- 
posia on chlorpromazine and reserpine( 1-3) 
held in Italy, France and in this country, 
under the sponsorship of the drug houses, 
have been published in recent months. There 
is general agreement that chlorpromazine is 
the most effective of the drugs, though it has 
considerable toxicity. We have not reached 
the point where a specific drug can be con- 
fidently used for a particular psychiatric dis- 
order or symptom ; some empirical trial and 
error with different drugs and combinations 
will be necessary in many cases, with certain 
general indications of their probable range 
of value to guide us. 
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HAZARDS OF TRANQUILITY 


Under this title the British Medical Jour- 
nal(4) editorially describes some dangers 
and misgivings that attend the current psy- 
chiatric drug boom. The World Health Or- 
ganization(5) has recently added the tran- 
quilizers to their list of habit-forming drugs. 
Since indefinite maintenance dosage is neces- 
sary in most cases(6), the toxic effect of 
long-continued use is claiming attention. 
Though recent reports give an initial inci- 
dence of about 1% of clinical jaundice and 
36% of leukopenia (of less than 3,000 white 
cells) in cases treated with chlorpromazine, 
continued treatment maintains the danger 
of toxicity(7-9). In a group of younger 
acutely disturbed psychotic patients on mod- 
erate chlorpromazine dosage for one to seven 
weeks(10) it was found that more than half 
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the cases with originally normal liver func- 
tion developed various impairments of func- 
tion in the course of treatment, while half 
of those in whom original abnormalities were 
present developed worse abnormalities. 
Treatment had to be stopped in eight cases 
because of these toxic effects. In a group 
of alcoholics similarly treated(11) 12.6% of 
the patients with originally normal liver 
function developed some abnormality, usu- 
ally an increased urinary urobilinogen ex- 
cretion—which the authors did not regard 
as necessarily indicative of liver disease. In 
a large metropolitan hospital Werther and 
Korelitz(12) have been encountering about 
two cases a month of chlorpromazine jaun- 
dice, which they regard as a distinct syn- 
drome. Among the complications of reser- 
pine or chlorpromazine treatment more re- 
cently reported are: swallowing difficulties 
which can cause or contribute to asphyxial 
death, urinary retention and sinus tachy- 
cardia(13-17). Meprobamate can cause se- 
vere purpura, diarrhea, diplopia, dermati- 
tis, hypotension, as well as withdrawal symp- 
toms such as convulsions(18-20). 


NOTES ON NEW DRUGS 


Promazine, which is chlorpromazine less 
a chlorine atom (marketed as Sparine) has 
had a favorable reception. Similar in its 
action to chlorpromazine, it is both weaker 
and slower, but much less toxic, liver dis- 
turbances—as measured by alkaline phos- 
phatase increases—being only one-sixth as 


frequent with promazine. Agitated para- 
noids and manic cases have responded well 
to it. Caution is advised when used on alco- 
holics, however, since convulsions may be 
induced (21-26). 

Promethazine (Phenergan), an antihista- 
minic phenothiazine, similar in structure to 
chlorpromazine, causes some distressing side- 
effects such as drowsiness, dizziness and 
blurred vision, but is less depressant than 
chlorpromazine and can be usefully com- 
bined with it in the treatment of depressions 
(27-29). 

Mepaszine (Pacatal), another phenothia- 
zine derivative, can induce agranulocytosis 
but is also generally less toxic than chlor- 
promazine. Simpson as well as Feldman 


found it helpful in about 40 to 50% of an 
unpromising chronic schizophrenic case ma- 
terial. It brings on a special sense of sub- 
jective comfort, promotes sleep and appetite 
and relieves anxiety, hyperactivity and ten- 
sion. Its atropine-like side-effects involve 
some danger of corneal ulceration. Rudy, 
Himwich and Tasher found it generally less 
effective than promazine. It is not especially 
depressant, is adapted to out-patient use 
and may be combined with chlorpromazine 
(30-35). 

Proclorperazine (Compazine) is almost as 
effective as chlorpromazine, of which it is an 
analogue, but is less toxic and is fairly rapid 
in its action. Thirty-six patients treated over 
a period of months showed no significant 
changes in liver function or blood count. 
Malitz and Hoch, however, call attention to 
the appearance of symptoms resembling ret- 
initis pigmentosa, which justify caution 
(36, 37). 

Perphenazine (Trilafon), an amino pheno- 
thiazine derivative, is similar in its action 
and side-effects to chlorpromazine, but of 
much greater potency. Though it may in- 
duce Parkinsonian symptoms, it is said to 
be relatively non-toxic, has little hypoten- 
sive effect and is thus suitable for the aged. 
Cahn and Lehmann warn against combining 
it with reserpine or using it in patients with 
marked obesity (38-41). 

Acetylpromazine maleate (1522 C B), a 
new phenothiazine, is also similar in its ac- 
tion to chlorpromazine, but twice as potent 
and said to be much less toxic in equivalent 
effective dosage(42, 43). 

Benactyzine (Suavetil), though moder- 
ately helpful, has many objectionable atro- 
pine-like side-effects and has been discon- 
tinued by several workers (44-48). 

2-ethyl-crotonyl-urea (Nostyn) is a mild 
tranquilizer recommended by Ferguson for 
the relief of anxiety and tension in the eld- 
erly (49). 

Methylpentynol (Oblivon), a higher alco- 
hol whose hypnotic effect on animals had 
been noted by 1951(50), was later used to 
allay anxiety before dentistry, and now ap- 
pears to have some general applicability for 
the relief of anxiety. Its side-effects are said 
to be mild and infrequent(51). 

2-ethyl-3-propylglycidamide (Quiactin) is 
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chemically quite unrelated to other sedatives 
or tranquilizers. Its tastelessness and appar- 
ently low toxicity suggest advantages. In 
doses of several grams a day it appears to 
allay irritability, especially in older patients, 
and may have general applicability in milder 
cases(52). 

Reserpine is not fulfilling some of the 
earlier expectations. Malamud and his asso- 
ciates made an interesting attempt to make 
a differential study of the effect of various 
rauwolfia fractions on different symptoms. 
Reserpine proved to be by no means espe- 
cially distinguished, and rescinnamine (Mod- 
eril) appeared generally more effective (53, 
54). 

Rice reports that lithium salts, first recom- 
mended years ago, are markedly beneficial 
in both manic and hypomanic states(55). 


STEROIDS, TRYPANOSOMIASIS, NICOTINIC ACID, 
SHOCK 


Laborit (56), who introduced chlorproma- 
zine, also deserves credit for the first de- 
liberate narcotic use of steroids in psychi- 
atry. Bleuler(57) has recently reviewed the 
subject. The sleep induced by a drip infu- 
sion of Viadril, a hydroxypregnanedione de- 
rivative, is scarcely distinguishable from 
pentothal narcosis, but more closely resem- 
bles normal sleep(58, 59). Lemere(60) 
found 5-androstene-3 16-diol (Cetadiol) 
quite effective in relieving anxiety in alco- 
holics and neurotics. Teani(61) adminis- 
tered dehydroisoandrosterone (25 to 50 mg. 
a day for six weeks) in various clinical 
states, and found it especially helful in pho- 
bic obsessive conditions, where he claims 
marked improvement in 50% and some im- 
provement in another 40% of his cases. 

Induced trypanosomiasis, which has been 
previously employed in the treatment of 
both general paresis and cancer, is now being 
used with some success in the treatment of 
psychoses. Gallais and Collomb(62) report 
that over half of their psychotic cases bene- 
fited from the procedure. The original de- 
scription of the method by Astruc(63) con- 
tains a useful bibliography. 

Hoffer (64), who has done so much basic 
work on the biology of schizophrenia, now 
recommends nicotinic acid (3 grams a day 


for thirty days) as a beneficial adjunct to 
shock treatment. 

A useful discussion of techniques for the 
administration of electroshock treatment sug- 
gests that the succession of atropine, fol- 
lowed by succinylcholine, followed by a petit 
mal and then a grand mal is the safest pro- 
cedure to use, with O, freely administered 
before and after(65-68). An _ especially 
thoughtful plea for the humanization of 
shock treatment is made by Lieser(69), who 
insists that the treatment be given only be- 
fore retiring, so that a suitable narcosis can 
be immediately induced that will lead on to 
normal sleep. 


PSYCHIATRIC SPUTNIKS? 


A special issue of the leading Soviet psy- 
chiatric journal(70) was recently devoted to 
chlorpromazine (called aminazine by the 
Russians), indicating a new receptivity to 
western psychiatric influences. An interest- 
ing consequence was the blending of Pavlov- 
ian techniques with our new clinical ap- 
proaches. A critical review of this work by 
Le Guillant and Roelens will be found in the 
Presse médicale(71). This Russian work 
emphasizes the differential response of dif- 
ferent types of individuals to chlorpromazine. 
In animals exposed to overwhelming stimu- 
lation, the resulting neurosis is characterized 
both by disorganization of conditioned re- 
sponses and by states of general inhibition. 
Chlorpromazine is said to have a dual thera- 
peutic role, since it relieves the inhibition 
(by a dampening effect on over-stimulation ) 
while promoting a reorganization of the dis- 
ordered responses. Barsa(72) in New York, 
on the basis of clinical observation, reached 
similar conclusions. A recent Polish report 
(73) regards chlorpromazine as superior to 
the various forms of shock treatment, espe- 
cially in the treatment of paranoid and cata- 
tonic cases. 

By means of a labeled radioisotope of 
chlorpromazine administered to rats, Fedo- 
rov and Shnol(74) found that accumula- 
tion took place largely in the lungs, with 
very little in the blood. Chlorpromazine 
readily penetrated the blood-brain barrier, 
with a special concentration in the cortex. 
After subcutaneous administration 97.4% 
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was excreted through the urine in four days. 
After oral administration, only 17% was ab- 
sorbed, the remainder being excreted through 
the bowels without modification in eight or 
nine days. 

Dimitrov(75) found that he could bene- 
ficially influence manic excitements by means 
of lumbar novocaine block. 

European workers who share the Russian 
interest in sleep treatment now tend to as- 
similate chlorpromazine into sleep treatment 
procedures, and claim good results. A group 
of Belgian physicians(76), working with a 
large material of 350 cases, report that sleep 
treatment is improved by combining Amytal 
with chlorpromazine, reserpine or prometha- 
zine. They prefer this type of potentiated 
sleep treatment for non-psychotic conditions 
such as neuroses, anxiety or phobic states, 
neurasthenia or toxic alcoholism, but prefer 
the tranquilizing drugs alone for disturbed 
psychotic states, confusions or manic condi- 
tions. In general the newer drugs seem to 
have no great advantage over the familiar 
barbiturates in the type of case commonly en- 
countered in office practice(77). Puech and 
Robin(78) made a serious attempt to dis- 
cover the specific indications and relative 
value of chlorpromazine treatment and pro- 
tracted sleep. Both forms of treatment 
seemed effective in acute delirium; chlor- 
promazine was especially helpful in handling 
agitation, but protracted sleep seems the 
method of choice for depressions. Several 
groups of workers endorse the value of 
combined barbiturate-chlorpromazine sleep 
treatment (79-82). Ey and Faure(83) rec- 
ommend this combination for the manage- 
ment of anxious non-psychotic conditions, 
where the tranquilizer drugs alone are fre- 
quently ineffective. Harrer(84) has written 
a serious review of the techniques and range 
of indications for sleep treatment, and a re- 
cent issue of the German Archiv fiir physi- 
kalische Therapie(85) was devoted largely 
to the topic. Those who read German will 
welcome the appearance of a translation of 
Giliarovskii’s basic work on electric sleep 
treatment (86, 87). 

Systematic long term studies by Russian 
workers on the effect of chronic oxygen 
deprivation on higher nervous activities sug- 
gest that oxidative deficiencies may play a 


role in schizophrenia(88). Consequently, 
treatment methods have been devised based 
on an acclimatization of patients to rarified 
atmosphere either by artificial exposure to 
reduced pressures or by residence at high 
altitudes. It is claimed the procedure is use- 
ful not only as treatment, but for purposes 
of prevention as well(89). 

Similarly, desensitization to other noxious 
psychotogenic influences may explain the 
rationale of treatment with both mescalin 
and lysergic acid diethylamide. Fischer (go) 
noted the tendency to rapid development of 
tolerance to LSD, while Sandison and 
Whitelaw(91) found that a combination of 
LSD and chlorpromazine was useful in a 
wide variety of neurotic conditions as well 
as in resistant cases of schizophrenia. 
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PSYCHOSURGERY 
WALTER FREEMAN, 


Several significant contributions have ap- 
peared during the past year. According to 
Yokoi(17) gliosis developed in the major 
pathways severed by lobotomy. The superior 
longitudinal fasciculus could thus be fol- 
lowed as far as the occipital lobes on both 
sides even after unilateral lobotomy. The 
fasciculus cinguli was traceable to the cor- 
responding occipital lobe. The fasciculus un- 
cinatus could be followed into the temporal 
lobe where it spread to the hippocampus and 
the amygdaloid nucleus. Gliosis increased 
with the length of the postoperative period. 

Electroencephalographic changes were also 
progressively altered, as disclosed by Adams, 
Gibbs and Gibbs(1). After 18 months some 
tracings during sleep showed asynchrony of 
slow activity in the frontal areas, and by 3 
years this was always present. They assumed 
that this change was due to delayed degen- 
eration of commissural fibers which link cer- 
tain nuclei in the left and right thalamus. 
Gaches and Dondey(6) showed that the 
EEG signs of local damage disappeared 
while paroxysmal disturbances might persist 
or even increase. Garcia Austt and co-work- 
ers(7) studied cortical activity during and 
after isolation of the frontal cortex. There 
was immediate slowing in the frontal areas 
with superimposed low voltage fast activity 
that became stabilized after 5 to 10 minutes. 
Patients reoperated upon several years after- 
wards showed the same type of activity in the 
frontal poles, even though no seizures had 
occurred. 

Angiography long after lobotomy (Mo- 
rello and Bartecek) (13) showed decrease in 
vascularity of the frontal lobes with absence 
of ascending veins. 

Personality changes following temporal 
lobectomy for epilepsy were studied by Hill 
et al.(g). There was loss of learning ability 
in those whose dominant hemisphere was re- 
sected. At the same time aggression was con- 
trolled in half the cases, with insight into 
the change, but a number of the patients 
turned their aggression inward and became 
depressed, occasionally to the point of re- 
quiring electroconvulsive shock. Sexuality 
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was Often increased but perverse tendencies 
were better controlled. Increased warmth of 
social relationship was frequently noted. Five 
patients among 27 continued to have seizures 
and were psychologically worse. 

Vivid daydreaming and confusion between 
fantasy and reality after cingulectomy were 
studied by Whitty and Lewin(16). The 
phenomena resembled temporal lobe attacks. 
They were not observed after frontal opera- 
tion, and cleared by the third day. 

Long-term follow-up by Freeman(4) 
showed that 70% to 80% of the lobotomized 
schizophrenics were out of the hospital 5 to 10 
years after operation, as compared with 80% 
of the affectives and 90% of the psychoneu- 
rotics. The figures were twice as high among 
private patients as they were in state hospital 
patients, mostly because the private patients 
were operated upon after shorter periods of 
hospitalization. “Lobotomy can make its ef- 
fect felt as far as hospital population is con- 
cerned when it is performed as a measure for 
restoring patients to socially acceptable be- 
havior while their families are still interested 
and willing to receive them.” 

Gardner(8), Fiamberti(3), Niswander, 
et al.(14) had greater success in getting pa- 
tients out of the hospital, or keeping them 
out, than did Scherer and Trehub(15). 
However, the last authors estimated their re- 
sults less than 6 months after operation. Sta- 
bilization of the lobotomized patients re- 
quires at least two years. 

Twelve patients with ulcerative colitis 
were treated by lobotomy by Cattan, e¢ al. 
(2) with recovery in 9. With Frumusan and 
Bucaille(5) he also reported 5 patients with 
intractable gastric and duodenal ulcers, 4 of 
whom were relieved. Serial roentgen studies 
showed healing of the lesions. 

Kalinowsky(10) stressed the facilitation 
of transference, “which can be a much 
healthier and more prosperous relationship 
than before lobotomy because the relief from 
anxiety makes such patients less dependent, 
and the handling of the transference situa- 
tion becomes more sound than it had been 
before. ... The therapist sees a great change 
toward improvement in a patient with whom 
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his real problems actually have not been 
worked out at all. The therapist must accept 
the fact, however, that such working out of 
the patient’s conflicts is no longer needed to 
an extent considered necessary in psycho- 
therapy with an unoperated patient. . .” 

Lesse(12) stressed the need for establish- 
ing complete dependency of the schizophrenic 
patient upon the therapist before undertak- 
ing a prolonged brain operation under local 
anesthesia. The therapist then could control 
the patient with a minimum of interfering 
drug effects. 
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LEO KANNER, M.D., ann LEON EISENBERG, M.D.1 


The Second International Congress for 
Psychiatry, held in Ziirich September 1-7, 
1957, had for its main theme “the present 
status of knowledge about the group of 
schizophrenias.” Five full sessions were de- 
voted to childhood schizophrenia and one to 
schizophrenia in adolescents. On the whole, 
there was a serious and honest effort to ex- 
change ideas and information. At the invita- 
tion of the European Union of Pedopsychia- 
trists, papers on the status of childhood 
schizophrenia from the Swiss, French, Ger- 
man, American, and Italian viewpoints were 
given by Tramer, Heuyer, Villinger, Kanner, 
and Bollea and DeSanctis, respectively. 

Books and Pamphlets.—Villinger(1) ed- 
ited an important German yearbook of child 
psychiatry and related areas. Balser(2) ed- 
ited and Jersild(3) and Tanner(4) wrote 
significant volumes on complementary as- 
pects of adolescence. Funkenstein and Wil- 
kie(5) prepared a useful bibliography on 


1 Baltimore, Md. 


student mental health. Gardner(6)_pre- 
sented a second in the valuable series of 
orthopsychiatric case studies. Tanner and 
Inhelder(7) edited an international sympo- 
sium on child development. New editions of 
Kanner’s text on child psychiatry(8) and 
Tredgold’s on mental deficiency(9) brought 
two standard works up to date. Bruch’s 
comprehensive treatise on obesity(10) and 
Whitehorn’s thoughtful Salmon Lectures on 
medical education(11) proved rewarding 
reading. Lowenfeld’s monograph on blind 
children(12), intended for parents, aided the 
professional reader as well. The Porter Sar- 
gent Directory of institutions for exceptional 
children(13) continued to meet a need. Spe- 
cial note should be taken of 3 publications 
issued by the Group for the Advancement 
of Psychiatry: one analyzed the psychologi- 
cal consequences of segregation both for the 
victim of prejudice and for its perpetrator 
and considered problems in the process of 
desegregation(14); a second presented as 
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lucid a statement as is available anywhere on 
the diagnostic process in child psychiatry 
(15) ;a third outlined suggestions for coun- 
selling teachers on mental hygiene(16). 
Publications —Accumulating evidence on 
the consequences of mother-child separation 
has necessitated modification of the more ex- 
treme positions taken on the question. Andy, 
in comparing delinquent and non-delinquent 
adolescents(17), found no greater incidence 
of early separation in his delinquent group 
and emphasized the significance of faulty pa- 
ternal relationships. Kaffman’s study of 400 
Kibbutz children(18) failed to confirm Cap- 
lan’s clinical impression(19) that emotional 
disturbances attributable to lack of mother- 
ing were common in this group. No differ- 
ence was found by Hopper and Pinneau(20) 
in the frequency of regurgitation in infants 
in a controlled study of the effect of addi- 
tional “stimulation.” Bowlby and cowork- 
ers(21), after a thorough study of children 
institutionalized at an early age for tubercu- 
losis, commented: “Statements implying 
that children who are brought up in institu- 
tions or who suffer other forms of serious 
privation and deprivation in early life com- 
monly develop psychopathic or affectionless 
characters are seen to be mistaken. . 
Outcome is immensely varied. . . .” This is 
not to imply, however, that separation is 
without important sequellae. Heinicke(22), 
in a small but careful quantitative study of 
the effects of temporary separation, demon- 
strated significant changes in behavior. The 
excellent studies by Gofman, et al.(23-24) 
illustrated, and suggested means of modify- 
ing, the emotional turbulence in children and 
their parents secondary to hospitalization. 
Stroder and Geisler(25) contrasted the ef- 
fects of long and short term hospitalization. 
Forgus(26) and Rheingold(27) studied per- 
ceptual stimulation in animals and _ social 
stimulation in infants, respectively, and 
Gewirtz(28) presented a theoretical frame- 
work for research on emotional dependence 
in the young child. The problem of depriva- 
tion was reviewed by Ragu-Frey(29), Benn- 
holdt-Thomsen( 30) and Lutz(31). 
Childhood schizophrenia was the subject 
of continuing investigation. Goldfarb and co- 
workers (32-34) examined “receptor prefer- 
ences,” patterns of orientation and the face- 
hand test (M. Bender) in schizophrenic 


children. Freedman and L. Bender(35), 
Masterson( 36) and Eisenberg(37) reported 
on the long term course of the illness. Mor- 
ris, et al.(38) affirmed the surprisingly iow 
incidence of schizophrenia in the later careers 
of shy, withdrawn children(39). Stern(40) 
described pre-schizophrenic states. Lidz, 
et al.{41) pursued their investigations of the 
family environment of the schizophrenic, a 
topic critically reviewed by Delay, et al.( 42). 
Research techniques(43), psychotherapy 
(44), inpatient care(45), nonresidential 
schooling (46), the Akerfeldt test(47), and 
unevenness of growth(48) were examined 
in relation to the schizophrenic child. 

Constitutional and organic problems were 
given important emphasis. Grossman and 
Greenberg’s excellent study(49) demon- 
strated the inter-subject and intra-subject 
variability of autonomic functions in the new 
born. No correlation was found between 
EEG patterns and Kretschmer’s somatotypes 
in adolescents(50). The relationship be- 
tween psychomotor epilepsy and psychotic 
states(51) and the responsiveness to surgi- 
cal excision of cortical tissue(52) headed a 
list of important papers on epilepsy which 
considered psychic factors(53), conduct dis- 
orders(54), and mental abilities(55) in such 
patients. Also significant were studies on 
the treatment and outcome of lead poison- 
ing(56-58) and hypothyroidism(59), EEG 
abnormalities in uncomplicated measles (60), 
the results of cortisone treatment of measles 
encephalitis(61), the relationship between 
Rh incompatibility and aphasia(62), and the 
value of a realistic approach to counselling 
parents of palsied children(63). A case 
presentation was employed by Mora(64) as 
a focus for the discussion of the borderline 
between symptoms of brain damage and psy- 
chosis. An attempt was made to provide a 
conceptual framework for understanding the 
symptomatology of the brain-injured child 
(65). 

Stevenson, in a provocative article(66), 
called for a reexamination of the common 
assumption that the personality is more plas- 
tic in childhood. Levy’s incisive critique of 
the motivational bias of the psychiatrist (67) 
brought to the fore important issues raised in 
another form by Whitehorn’s now classic 
distinction between “meaning” and “cause” 
(68). Starr(69) presented a basis for re- 
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aligning child guidance practice to the utili- 
zation of non-psychiatric community agency 
skills in accordance with the need of particu- 
lar family units. Glidewell, et al.(70) 
demonstrated a reliable relationship between 
estimates of illness based on mothers’ re- 
ports of number, duration and severity of 
symptoms and actual clinical examination of 
their children. Theoretical issues were dealt 
with in papers on Horney’s “basic conflict” 
(71), psychoanalysis and child development 
(72), ethology(73), medical genetics(74), 
and group behavior(75). 

Gardner(76) compared the adolescent 
phase of growth in individuals and societies. 
Miller(77) proposed methods of resolving 
the special problems posed by treating ado- 
lescents in an adult mental hospital. Delin- 
quency was discussed in terms of motiva- 
tion and frustration(78), EEG analysis(79), 
acting out (80-81), role theory(82), group 
behavior(83) and the decision for residen- 
tial treatment(84). A follow-up analysis by 
Adamson and Dunham(85) revealed that 
the “poor-risk” delinquents referred to clinic 
by courts showed no evidence of benefit from 
treatment. Johnson and Robinson(86) con- 
sidered the prophylactic implications for the 
family physician of their studies on the psy- 
chopathology of sexual deviants. Landis 
found few residual disturbances among chil- 
dren exposed to adult sex offenders (87). 

Methodologic problems in sociologic and 
epidemiologic investigations of mental dis- 
order were analyzed by Dunham(88) and 
Kramer(89). Freedman and Hollinshead 
(g0) presented a provocative discussion of 
the interaction between neurosis and social 
class. Rennie, et al.(g1) and Pasamanick, 
et al.(g2), utilizing different diagnostic cri- 
teria, came to different conclusions concern- 
ing the prevalence of mental disorder in ur- 
ban populations. The impact on mental 
health of quality of housing(93), a society 
under stress(94) and sibling order(95) were 
discussed. The relationships between out- 
come of psychotherapy and social(96) and 
motivational(97) factors were approached 


experimentally. Woodward(98) discussed 
the implications of social health for ortho- 
psychiatry and Habermann(g9) projected a 
cultural and psychological analysis of re- 
ligious movements among children. Bakwin 


(100) and Parrish(101) considered the epi- 
demiology of suicide among children and 
adolescents, respectively, and Jacobziner 
(102) of accidents. 

A number of clinical syndromes were sub- 
jected to careful study: encopresis(103), 
dysautonomia(104-107), anorexia nervosa 
in the male child(108), school phobia( 109- 
112), the hot-rod driver(113), mutism 
(114), and the reaction to disaster(115). 
Laufer, et al. demonstrated a relation be- 
tween the hyperkinetic behavior syndrome, 
photometrazol EEG thresholds(116) and 
the effectiveness of amphetamine(117). Sta- 
tistically controlled studies of children’s 
drawings(118) and structured doll play 
(119) as tools for clinical diagnosis were 
presented. Changes in teachers’ attitudes 
(120), the effect of classroom organization 
on children’s behavior(121) and the peda- 
gogic implications of “depth psychology” 
(122) were subjects of contributions. Pedi- 
atric interest in psychiatric problems was 
indicated by articles on the pediatric exami- 
nation(123), colic(124), obesity (125), adop- 
tions(126), night-waking(127), training of 
pediatricians (128-131), pediatric attitudes to 
psychologic medicine(132), developmental 
studies(133) and by Academy of Pediatrics 
seminars on emotional problems in children 
(134) and childhood problems in relation to 
the family(135). For a more extended dis- 
cussion of the issues touched upon in this 
and the concluding section of this review, the 
reader is referred to a recent article which 
has appeared elsewhere(136). 


MENTAL DEFICIENCY 


The 4th Edition of the A.A.M.D. statis- 
tical manual(137) outlined a basis for an eti- 
ologic classification of the mental deficiencies 
based on a dynamic interpretation of current 
knowledge. The Proceedings of the First 
Winfield Conference on Research(138) pro- 
vided a permanent record of a series of 
stimulating papers and discussions. The limi- 
tations of the reductionist approach to mental 
deficiency were analyzed by Cantor and 
Cromwell(139). Benoit(140) presented a 
theoretical analysis of Hebb’s model of 
neural organization as it applies to educa- 
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tional research. The prevalence of mental 
retardation in a metropolitan area was 
studied by Goodman, et al.(141), while 
Heiser(142), Ferguson(143), Vaughan 
(144) and Chatagnon, et al.(145) took up 
community problems in connection with the 
detection and rehabilitation of the retarded 
child. Brunet(146) compared the intellec- 
tual development of children with differing 
socioeconomic home and foster home situa- 
tions. Coleman and Provence(147) de- 
scribed “hospitalism” in two infants living 
with their own but inadequate families and 
Woodward and Siegel(148) the emotional 
problems found in retarded pre-school chil- 
dren. A careful study by Mundy(149) 
demonstrated significant I.Q. increments fol- 
lowing rehabilitation of older retarded pa- 
tients in the community. 

Pharmacotherapy was asserted to be of 
definite value in the treatment of behavior 
disorders in institutionalized retarded pa- 
tients in studies by Sprogis, et al.(150), 
Timberlake, et al.(151), Wolfson(152), 
Pallister, et al.(153), Jensen(154), Kucera 
(155), Tarjan, et al.(156), and Horenstein 
(157). Raskin performed the considerable 
service of presenting the English transla- 
tion of a clinical lecture by Korsakov on 
microcephaly (158). Pediatric interest in the 
problems of retarded children was indicated 
by a symposium on the subject under the 
chairmanship of Yannet(159). 

Exciting research in the metabolic abnor- 
malities associated with mental deficiency 
syndromes produced significant new ad- 
vances. Biochemical specificities in galacto- 
semia were examined by Anderson, et al. 
(160), Eisenberg, et al.(161) and Kalckar 
(162). The demonstration by Isselbacher 
(163) of an accessory pathway for galactose 
metabolism provided a possible explanation 
for the remission of the intolerance to gelac- 
tose with increasing age in the galactosemic 
patient. Mitoma, et al.(164) and Wallace, 
et al.(165) were able to establish the fact 
that an essential enzyme, necessary for the 
parahydroxylation of phenylalanine and nor- 
mally found in liver, is absent in the phenyl- 
ketonuric. The failure of this pathway may 
result in the diversion of phenylalanine 
metabolism to orthotyrosine, the degrada- 
tion of which to o-tyramine may be responsi- 


ble for CNS damage(166). Hsia, et al. 
(167-168) were able to identify hetero- 
zygous carriers of phenylketonuria by 
phenylalanine tolerance tests. Hsia(169) has 
reviewed the entire problem of the labora- 
tory detection of the heterozygote. The fav- 
orable effect of phenylalanine restricted diets 
in phenylketonurics was studied by Horner, 
et al.(170) and Law, et al.(171). Paine and 
Hsia(172) examined the dietary require- 
ment and tolerance of the phenylketonuric 
for phenylalanine. The clinical syndrome 
itself was reviewed by Wright and Tarjan 
(173) and by Paine(174). 

Walker(175) described the use of dermal 
configurations in the diagnosis of mongol- 
ism. Allen and Baroff(176) analyzed 39 
cases of mongolism in twins and concluded 
that both a genetically predisposed embryo 
and an enduring change in the reproduction 
system conjoin to produce the syndrome. 
Gallagher(177) compared the performance 
of brain-injured and non-brain-injured men- 
tally retarded children on specific psy- 
chologic tests. Perlstein and Hood(178) 
discussed intelligence and developmental 
milestones in infantile spastic hemiplegia. 
Hoffman and Riepenhoff reviewed the prob- 
lem of pigmentary retinal lipoid neuronal 
heredodegeneration(179). 
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CLINICAL NEUROLOGY 
WILLIAM H. TIMBERLAKE 1 


This section will review contributions to 
the understanding, diagnosis and treatment 
of neurological conditions. Presumed new 
entities and techniques will be noted. Ad- 
vances in neurophysiology, neurochemistry 
and neurosurgery will be discussed when 
they seem to have clinical relevance. 

Circulation.—When there are signs of pul- 
monary and cardiac failure, increasing intra- 
cranial pressure may be due to severe pul- 
monary insufficiency rather than brain tu- 
mor(1I,2). Hypercapnia causes the impaired 
consciousness and combines with the hypoxia 
to cause the papilioedema. It is not certain 
what causes the headache or the accompany- 
ing action tremor and arrhythmic loss of 
support of raised extremities like “liver 
flap.” Treatment with oxygen may cause 
death by removing the remaining stimulus 
of the respiratory center. Rather, a respirator 
should be used to blow off the carbon di- 
oxide. With the patient in the respirator, 
oxygen can be given safely. Morphine or 
curare may be needed to help the patient 
synchronize with the respirator. 

Thrombosis of the internal carotid artery 
was found in 1% of 3,000 angiograms by 
Torma, et al.(3). Thrombosis commonly oc- 
curred in the fourth or fifth decade and usu- 
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ally was preceded by transient headaches, 
weakness or paraesthesia. Three patients re- 
covered fully, 13 improved, 8 did not im- 
prove and 6 died. The pineal gland and ven- 
tricles may be displaced to the opposite 
side(4). 

Heyman, et al.(5) and Rand(6) applied 
increasing pressure with a tonometer to the 
globe of the eye. Pulsation appeared in the 
retinal arteries at the diastolic and disap- 
peared at the systolic level of pressure in 
the opthalmic artery. Compression of the 
carotid on the thrombosed side has no effect, 
but pressure in the retinal arteries is low- 
ered by compression on the normal side. By 
this method the effect of a Selverstone clamp 
in gradually occluding the carotid can be 
followed accurately. Fisher(7) calls atten- 
tion to a bruit best heard over the eye on 
the normal side when the internal carotid is 
thrombosed. The third as well as the second 
nerve may be affected on the side of the oc- 
clusion(8). 

Pincock(g) followed up 117 men 8 years 
after they had had cerebral artery throm- 
boses and had been treated only with early 
ambulation, physiotherapy and supportive 
measures. Twenty-four were functioning 
adequately, 5 required nursing care at home, 
10 had been institutionalized, 12 had died 
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of new CVA’s and 16 had died during the 
initial hospitalization. Ten percent of the 
survivors had recurrences. 

Ushiro and Schaller(10) comparing a 
small group treated with and another with- 
out anticoagulants found no difference in 
mortality, course or complications. The anti- 
thrombotic effect of dicoumarol is distinct 
from its anticoagulant effect(11). In a pa- 
tient receiving anticoagulants, sudden back 
pain without trauma may mean an extradural 
hematoma(12). 

By direct observation of the pial vessels 
of monkeys, Rothenberg and Corday(13) 
demonstrate that transient strokes are not 
due to vasospasm, but rather to transient hy- 
potension. Treatment should be directed to 
correct the hypotension. 

One third of CVA patients, particularly 
those with spastic bulbar palsy, develop ab- 
normality of respiration, particularly in- 
crease of amplitude and periodicity(14). 

Walton(15) has written a thorough and 
well balanced book on subarachnoid hemor- 
rhage. 

Tonnis, et al.(16) analyzed the natural 
history of 289 patients with intracranial 
bleeding. Angiomas were twice as frequent 
in males, became manifest in the second and 
third decades. Only 17% had subarachnoid 
hemorrhage as the first symptom, and 36% 
had seizures without subarachnoid hemor- 
rhage. Aneurysms usually ruptured in the 
fifth decade and subarachnoid hemorrhage 
was the first symptom in 75%. Bleeding 
tumors occurred in older patients, 50% be- 
came manifest with sudden hemiplegia and 
subarachnoid hemorrhage was infrequent. 

Among Dalgaard’s(17) autopsied cases 
with polycystic kidneys, only 7 had had sub- 
arachnoid hemorrhage. Among 234 hyper- 
tensive patients followed by Leishman(18) 
CVA’s increased with diastolic pressure over 
150 mm. or evidence of renal damage. Lech- 
ner(19) points out that headache and psy- 
chiatric signs become less prominent and 
neurologic signs become more prominent in 
subdural hematoma as intracranial pressure 
relationships become decompensated. 

Among 1,875 patients with congenital heart 
disease reported on by Tyler and Clark(20, 
21), one quarter had evidence of neurologic 
disease. Loss of consciousness or convul- 


sions were 6 times as frequent in cases with 
cyanosis and the possibility of rapid varia- 
tion in the amount of venous blood reach- 
ing the brain. The incidence of cerebral 
abscess was constant in all forms where 
venous blood could reach the brain without 
going through the lungs. Cerebrovascular 
accidents were most frequent in tricuspid 
atresia or transposition of the great vessels. 
Hypoxia of less than 50% appeared to be 
critical in children. In adults there was usu- 
ally polycythemia of over 8 million red cells. 
Sudden onset of symptoms in the absence 
of these two features suggests embolism. In 
all 14 post mortem examinations of patients 
with strokes the infarct was in the middle 
cerebral artery’s territory. Mental deficiency 
was greater in those with cyanotic types of 
heart lesion but was apparently unrelated 
to hypoxia per se. 

Half of Barratt-Boyes’(22) 51 cases of 
aortic aneurysm were completely symptom 
free before rupture. There was often um- 
bilical aching and sharper, severe back pain 
which was intermittent at first. Shock was 
the initial symptom in half the patients, and 
was a sign of poor prognosis. Ten patients 
died of heart failure or brain hemorrhage. 

Fishberg(23) ascribes the proteinuria in 
subarachnoid hemorrhage, head trauma, etc., 
to ischemia of the kidney due to neurogenic 
vasoconstriction. Although the general blood 
pressure does not fall, the kidney’s func- 
tion passes through the same four stages as 
in hypotension and shock. Gordon and Gold- 
ner(24) discuss the need for careful man- 
agement of water and electrolyte balance in 
the prolongedly unconscious patient. 

Infection—More potent strains of Polio 
virus are being produced for killed virus 
vaccine. Gamma globulin given three days 
before immunization with formalized vac- 
cine does not suppress antibody response to 
the vaccine(25). Smade(26) reports that 
the results of the Chicago and Hawaiian epi- 
demics prove that the preventive effect of 
vaccine given during the rising Polio inci- 
dence in an epidemic is greater than the 
hazard. In a comprehensive discussion of 
the development of attenuated live virus 
Polio vaccine which is now ready for step- 
wise series of tests in man—not mass 
trials—Sabin(27) reports that Salk vaccine 
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does not interfere with subsequent alimen- 
tary infection by live attenuated virus. 

Fiumara(28) describes the spread of an 
outbreak of early syphilis to indicate the 
need for alertness by the physician and in- 
tensive public health investigation. Orban 
(29) followed up 200 tabetic patients. Acute 
onset promised a benign course. Penicillin 
improved symptoms in half to three quarters 
of the patients. Symptomatic non-specific 
treatment was used for the others. Hahn 
(30) had similar results. Tabetic patients 
with optic atrophy whose vision is better 
than 40% and who are treated early do better 
than those with less vision. Csonka(31) 
found marked sudomotor deficiencies sug- 
gesting autonomic system involvement in 
neuro-syphilis. 

Biologic false positive serologic tests led 
to the discovery of other diseases in 23% of 
patients by Miller(32). A rapid plasma 
reagin test for syphilis has been developed 
which is reliable and more economical that 
the VDRL slide test(33). The easier, more 
rapid and less expensive Treponema Palli- 
dum Immune Adherence Test which uses a 
stable antigen appears to be as accurate and 
sensitive as the TPI test(34). 

Isoniazid, a most potent anti TB agent, has 
a small molecule so that it diffuses readily 
into the CSF. When combined with strepto- 
mycin there is increasing evidence that in- 
trathecal streptomycin is not necessary (35). 
Patients on isoniazid should receive pyr- 
idoxine to prevent neuropathy(36). Prog- 
nosis in TB meningitis is related to the 
duration of symptoms and the spinal fluid 
sugar and chloride, but not to the clinical 
condition on admission, which reflects vascu- 
lar involvement (37). 

Wright(38) summarizes present knowl- 
edge of toxoplasmosis. Confirmation of the 
diagnosis depends on serologic tests and in- 
noculation of animals. The intradermal test 
is not apt to be positive except with chorio- 
retinitis, because of the long interval required 
to develop fixed antibodies. The treatment 
of choice is sulfapyridine and pyrometha- 
mine (which may cause megaloblastic ane- 
mia). A clinical picture like toxoplasmosis 
but with negative toxoplasmosis tests may 
be due to cytomegalic inclusion disease (39). 
Typical inclusion cells may be obtained in 


urine and gastric washings. Viral and im- 
munologic tests will confirm the diagnosis. 

Cerebral Cystocercosis is being recognized 
with increasing frequency(40-43). Diag- 
nosis is assisted by discovery of fusiform 
calcifications along the muscle fibers of the 
legs and pelvis, eosinophilia of blood and 
CSF, and can be confirmed by a complement 
fixation test with the spinal fluid. 

Tumor.—Of 76 cases of Lymphoma only 
one did not have neurologic involvement 
(44): compression of abdominal and pelvic 
nerves, diffuse meningeal involvement with 
compression and infarction of the cord or 
intra-cranial lymphomas. 

Multiple Myeloma(45) involved the skull 
but not the brain. Blood vessels injury 
caused thrombosis and hemorrhage. Mye- 
loma caused intra-cranial or intra-orbital tu- 
mor sumdrome. Invasion of the meninges 
compressed cranial nerves, the cord or spinal 
roots. Degeneration of peripheral nerves 
was due to the accompanying amyloidosis. 

Of 63 patients with acute Leukemia(46) 
12 had intra-cranial hemorrhage (directly 
related to death in 10), one had meningitis, 
intra-cranial infiltration occurred in 8, and 
the peripheral nerves were infiltrated in 3 
patients. 

Among 49 patients with Lupus Erythe- 
matosus(47) 13 had severe depression, 5 
had convulsions and 5, neuropathy. These 
symptoms in women between 20 and 40 
should make one suspect Lupus Erythe- 
matosus. 

Metabolic Diseases—Van Boegaert(48) 
feels that until virus investigations make it 
possible there can be no differentiation, clin- 
ically or pathologically, within the group of 
Subacute Sclerosing Leukoencephalitis. The 
periodic activity of the EEG is characteris- 
tic(49). Hamoen, et al.(50) describe 23 
cases. Austin(51) describes a method for 
isolation of diagnostic metachromatic ma- 
terial from the urine of patients with Meta- 
chromatic Leukoencephalopathy. 

In a clinico-pathological study of 70 cases 
of Korsakoff syndrome Malamud and Skil- 
licorn(52) found no specific cortical pathol- 
ogy but only degeneration of periventricu- 
lar and periaquaductal grey, the mammillary 
bodies, dorsomedial nucleus of the thalamus 
and less frequently of the brain stem and 
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cerebellum identical with that in Wernicke’s 
disease. This suggests that memory is not 
exclusively a cortical process. 

The manifestations of Wilson’s Disease 
are discussed by Bearn(53). Chalmers, et al. 
(54) describe the laboratory methods for 
diagnosis of the “abdominal” form without 
neurological signs, in children and young 
adults with cirrhosis. They think an abnor- 
mality of protein metabolism is the funda- 
mental defect. Porter and Folch(55) find 
that the copper in the brain in Wilson’s Dis- 
ease, unlike that of normal brains, is bound 
in undialyzable form, presumably to protein. 

Uzman and Jakus(56) analyzed two cor- 
neas with Kayser Fleischer rings. There were 
large amounts of colorless ionic copper 
throughout the substantia propria of the 
cornea, The ring was due to diffraction of 
light by fine granular deposits of lesser 
amounts of copper chelate in parallel zones 
within Descemet’s membrane close to the 
endothelial surface. 

Other CNS Diseases —Most of the im- 
portant papers on Multiple Sclerosis were 
presented at the 6th International Congress 
of Neurology and these are as yet available 
only in abstract form(63). 

At post mortem examination of one of 
Bickerstaff’s 8 cases of brain stem encepha- 
litis, the only brain change was cerebral 
oedema(64). Most become gravely ill and 
then make a dramatic recovery. A total of 
5 men have now been described(65) with 
external ophthalmoplegia, cerebellar ataxia, 
areflexia and polyneuropathy, all of whom 
recovered in 7 to 12 weeks. Cotton(66) de- 
scribes an acute taxia developing in children 
over a few hours and usually recovering 
completely in two or three months. 

Early ambulation(67) and psychotherapy 
(68) help to prevent the post concussion 
syndrome. The duration of disability is in- 
creased in proportion to the duration of post 
traumatic amnesia. 

A large proportion of amnesia patients 
suffer from undetected gross organic nervous 
disease (69). 

Confusion, stupor, tremor and athetoid 
movements in patients long continued on 
parenteral fluids, with prolonged diarrhoea 


or in delirium tremens may be due to magne- 
sium deficiency (70). 

Skin divers may develope myelopathy of 
the thoracic levels of the cord due to decom- 
pression sickness. The spinal fluid protein is 
increased. For recovery the patient must 
promptly be properly decompressed(71). 

Discography(72), the injection of radio- 
opaque material into the intervertebral disc, 
is indicated only if myelography is negative 
and the clinical picture strongly indicates a 
ruptured disc. It is then preferable to lami- 
nectomy. 

Muscle Disease —In Myasthenia, Alajoua- 
nine, et al.(73) demonstrated a thymic 
tumor in 10 patients by pneumomediastinog- 
raphy where ordinary x-rays and tomog- 
raphy had failed. In a 3-clinic cooperative 
study(74) prolonged action neostigmine and 
mestinon were found to be effective for 4 to 
6 hours and were particularly helpful for 
night dosage. Severe lung pathology is the 
usual cause of death in fatal cases of Myas- 
thenia(75). Iverson(76) reclassifies thy- 
momas separating out seminomatous tumors 
which are highly malignant and radio-sensi- 
tive. The remaining thymomas spread lo- 
cally but do not metastasize. With Myas- 
thenia there is proliferation of large, pale 
epithelial cells often in cords or clusters. She 
raises the question of their having an en- 
docrine function. In the absence of myas- 
thenia lymphoid cells, spindle cells and 
stroma proliferate. 

Pipberger(77) has reviewed Myotonia. 
Polyneuritis(78) has been added to the 
causes of Amyotonia Congenita as differen- 
tiated by Walton last year(79). Seventeen 
of his “limp child” group whose spontane- 
ous activities seemed weak, who sat and 
walked late, whose reflexes were depressed, 
but whose muscle biopsies were normal, have 
continued to recover (80). 

In Familial Periodic Paralysis an abnor- 
mal uptake of potassium by the muscle in- 
creased the intracellular/extracellular potas- 
sium ratio. Consequent hyperpolarization of 
the muscle membrane reduces muscle respon- 
siveness(81). In Adynamia Episodica He- 
reditaria where recurrent paralysis is pre- 
cipitated by slight increases of potassium, 
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the serum potassium is increased due to 
leakage from the intracellular compartment. 
Urinary potassium does not decline. Attacks 
can be controlled with calcium or glucose 
intravenously (82). 

Nerve Diseases.—In Diabetic Neuropathy, 
Fagerberg (83) adduces the concomitance of 
retinopathy and nephropathy in support of 
a vascular etiology. Dreyfus, et al.(84) ex- 
amined the third nerve from a case of dia- 
betic ophthalmoplegia and found an ischemic 
neuropathy. However, in a case of severe 
sensory ataxia due to diabetes Bosanquet 
and Henson(85) found degeneration of the 
peripheral nerve, ganglia, root and posterior 
columns. They suggest that the primary 
lesion is in the ganglion cell and is a meta- 
bolic process like that in carcinomatous 
neuropathy. 

In the Carpal Tunnel Symdrome the 
median nerve usually recovers with the use 
of a wrist splint(86). Section of the trans- 
verse ligament or even synovectomy may be 
necessary infrequently. Neuralgic Amyo- 
trophy, sudden painful neuropathy of periph- 
eral nerve or root distribution in the arm 
usually recovers fully within two years but 
may recur(87). 

Meralgia Paresthetica is rarely a sinister 
disease. However, neoplasm or degenerative 
disease should be excluded particularly if 
the sensory defect exceeds the distribution 
of the lateral femoral cutaneous nerve, if 
there are other neurological signs or symp- 
toms or if there is a history of intra-abdomi- 
nal or pelvic disease(88). Surgery is not 
advised. 

The longer the remissions in Trigeminal 
Neuralgia the more benign the course is apt 
to be. Among 155 cases half had remis- 
sions lasting six months and a quarter had 
remissions lasting a year or more(8q). 

The frequency, severity and complications 
of Herpes Zoster increase somewhat with 
age(go). Specific treatment has no effect, 
but symptomatic treatment and follow-up 
are desirable to detect serious complica- 
tions(9I, 92). 

Methods of Examination.—Longo, Fors- 
ter and Auth mounted an audiometer 
speaker on a perimeter to test sound locali- 
zation(93). With temporal lobe lesions they 


found impaired localization in the contra- 
lateral auditory field. 

Shy and Haase(94) find that ability to 
recognize posture and position of the limbs 
is the most sensitive test of parietal lesions. 
The phenomena of extinction and hallucina- 
tory sensation are insensitive indicators of 
minimal lesions. 

Analgesia to temperature and other mo- 
dalities of sensation occur in lesions from 
the skin to the thalamus but is rare with 
lesions of the parietal cortex(95). 

Among 12 hundred patients without men- 
tal disorder, physical involvement of the 
nervous system or diseases which might have 
neurologic complications, vibration sense 
tested at the ankle did not begin to become 
impaired until the age of 70(96). 

Superficial abdominal reflexes were ob- 
tained in all of 200 infants two hours to one 
week old(97). Among 3,500 adults(98) it 
was absent more often with increasing age. 
Pregnancy, abdominal scars, obesity or ab- 
dominal distention did not result in great 
loss of the reflex. 
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ALCOHOLISM AND GERIATRICS 
KARL M. BOWMAN, 


ALCOHOLISM 


Use of alcohol increasingly affects the 
problem of highway accidents and fatalities 
in this country. According to the National 
Safety Council, use of alcohol by a driver or 
drivers accounts for 1 in every 4 highway 
fatalities. The yearly rate of 38,000 car 
accident deaths has stirred several major 
organizations to study the problem as an 
epidemic. They note in their summary of 
findings that the dangerous effects of an 
evening’s drinking may last up to 18 hours, 
regardless of coffee intake ; and that use of 
sedatives and tranquilizing drugs dulls the 
driver’s skill. The habit-forming properties 
of meprobamate have also been noted. Ina 
series of more than 600 alcoholic patients 
treated by the drug, its use led to excessive 
self-medication in 13 patients, 10 of them 
abstemious at the time. With overdoses the 
patient acts as if he were drinking, and the 
danger of driving a car is obvious. Various 
reports in the literature disagree on the in- 
terpretation of the term “under the influence 
of alcohol.” For example, Loftus, from his 
experience with tests results of about 400,000 
car drivers in Oslo, considers the clinical di- 
agnosis of “not sober” not readily quantified 
because it is based on multiple symptoms and 
observations. 

A monograph edited by Wallerstein(1) 


1 3831 Market St., San Francisco, Cal. 


reports a comparison of 4 treatment methods 
in alcoholism. Use of disulfiram, conditioned 
reflex, group hypnotherapy and milieu treat- 
ment was carried out for 24 years on 178 
patients ina VA hospital. The group treated 
with disulfiram rated best in the evaluation 
of improvement. 

Various other reports involve the use of 
disulfiram and the newer substitutes ; follow- 
up studies of alcoholics committed to a state 
hospital for treatment and of those treated in 
an alcohol clinic; and the value of electro- 
encephalography as a diganostic aid to choice 
of treatment. 

One investigator claims from comparative 
studies that alcohol consumption is linked 
with physique, being greatest in fat persons 
and least in tall thin ones. Another writer, 
from his comprehensive review of recent re- 
search studies, sees no warrant for such con- 
clusions. 

In Hagnell and Wretmark’s study(2) of 
130 male alcoholic patients treated in a uni- 
versity psychiatric clinic in Sweden, 24 
(18.5%) had or had had peptic ulcer, as 
compared with 8.1% in the general popula- 
tion. The onset of the ulcer preceded that of 
alcoholism in most of the 24 men. Though 
alcoholism does not cause peptic ulcer, both 
are regarded as different manifestations of a 
common basic disturbance; and alcoholics 
who have peptic ulcer or whose near relatives 
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have it are seen as an important group who 
differ in many ways from other alcoholics. 

Although allergy to alcohol is considered 
quite rare, a case is reported of a patient 
with an allergic type of angioneurotic edema. 

Bacon(3) views as 2 important perspec- 
tives, in studying behavior of alcoholic pa- 
tients and the response to them, the subject’s 
sociocultural orientation and the time, place 
and group in drinking. For example, the 
social rules for use of alcohol among ortho- 
dox Jews almost preclude alcoholism. Rules 
for drinking vary so greatly in white middle 
class Protestants of Anglo-Saxon descent 
that about 3-7 of every 100 drinkers are al- 
coholics. Social rules among Mormons ban 
use of alcohol, which is used by only 25% of 
men and 6% of women; the rate of alcohol- 
ism is very low, yet 3-7 of every 100 drinkers 
become alcoholics. The function of drinking 
in a South American primitive society is so 
well understood that alcoholism seems to be 
unknown, 

A few papers discuss the use of alcohol in 
foreign countries. In Ireland, where drinkers 
number about 14 million, Alcoholics Anony- 
mous has gained a good start. But until pub- 
lic attitudes toward heavy drinking change 
and free treatment is offered outside the men- 
tal hospitals, the problem cannot be ade- 
quately tackled. 

Greatly increased consumption of alcohol 
in Peru in the past 15 years has made alco- 
holism a serious public health problem, ac- 
cording to Caravedo and Vargas(4). Peru 
ranks 7th in total alcohol consumption and 
Ist per capita of spiritous liquors, among 
countries with available data. The drinking 
(whose costs equal 30% of the general 
budget) aggravates malnutrition, especially 
in the lower classes, and causes many toxic 
reactions because 70% of alcohol is not recti- 
fied. Alcoholism accounts for 60% of arrests 
and 35% of traffic accidents ; it ranks 3rd in 
causes of admissions to the Lima mental hos- 
pital. These writers recommend higher liquor 
taxes and a bureau in the mental hygiene de- 
partment as a basis for control of the prob- 
lem. 

Eskimos usually do not take to alcohol. 
Eskimo workers in Hudson Bay, unlike the 
Red Indians, find alcohol no problem. At 
first some of them drank beer, apparently to 


gain status with white workers, but once 
they had proved their skills they dropped 
beer and turned their attention to other ac- 
tivities, notably electrical gadgets. 


BIBLIOGRAPHY 


1. Wallerstein, Robert S., Ed.: Hospital Treat- 
ment of Alcoholism. New York: Basic Books, 
1957. 

2. Hagnell, O., and Wretmark, G.: J. Psycho- 
som. Res., 2:35, 1957. 

3. Bacon, Selden D.: J.A.M.A., 164:177, 1957. 

4. Caravedo, B., and Vargas, A.: Alcoholism: 
A Public Health Problem. Rev. J.A.M.A., 163: 
1642, 1957. 


GERIATRICS 


The life expectancy of United States males 
of all races rose from 46.3 in 1900 to 66.7 
years, in 1955, and, correspondingly, that of 
females from 48.3 to 73.6 years, according 
to Institute of Life Insurance Reports. Bond 
(1) adds that, for all ages, the age-adjusted 
death rates in white males, though only 10% 
higher than for females in 1900, were 56% 
higher in 1953; and that the excess in male 
mortality is highest for age groups 15-25 
and 45-64. 

The “fragile male” is variously explained. 
Some note that females outlive males in many 
species of lower animals and in many human 
populations ; a difference provided for by the 
ratio of 106 male to 100 female human births. 
Madigan’s recent study of about 41,000 celi- 
bates (9,000 m. 32,000 f.) for the period 
1900-54 shows greater female than male 
longevity and also a spectacular advance in 
female longevity for the later years of the 
study. This overall gain is ascribed to greater 
female resistance to degenerative diseases. 
Others object that a change in the fundamen- 
tal biology of the sexes would have to be 
posited, to explain the steadily changing ratio 
of U. S. male to female deaths in the past 
50 years. Further, 19 Western nations have 
varying ratios of female to male longevity 
(1.2 to 1.5), with the United States the high- 
est and the Scandinavian countries the lowest 
ratio. 

It is also said that women stand the 
stresses of modern industrial life better than 
do men; e.g., rates for cardiovascular-renal 
disease and ulcers in the past 20 years have 
risen over 30% for men, but have declined 
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30% for women. Women are said to seek 
medical care earlier than do men. Men’s 
heavier musculature may even be a liability 
in psychologic stresses. 

In observations on vertebrates, some evi- 
dence shows that mammals with poor tem- 
perature regulation, a normally low metabolic 
rate and low fecundity have a much longer 
life span than do other mammals of similar 
size ; but there are also contradictory obser- 
vations, 

The trend for increased average longevity 
is now approaching a limit ; further increases 
can be expected only from a general break- 
through in treatment of diseases of later life, 
according to Woodhall and Jablon(2). 

Psychologic aspects of aging continue to 
be assessed. An experimental animal study 
on aging rats(3) showed in each test group 
that some animals learned and recalled mazes 
within the normal limits of younger rats, 
while others of the same age could not learn 
a new maze nor recall or relearn an old one; 
no biologic signs of age distinguished the 2 
groups. As a group, older rats learned more 
slowly ; individually, each rat performed with 
great constancy. 

A series of controlled tests showed that ap- 
peals to motivation did not increase perform- 
ance in aged persons, whose severe deficits 
included the areas of space and reasoning 
abilities. Another investigator ascribed 
poorer performance in elderly subjects to 
confusion and unwillingness to make correc- 
tions rather than to lack of motivation. Any 
increase in item-complexity and in load on 
short-term memory especially caused poorer 
results than in younger subjects. 

Peck(4) considers that sexual activity be- 
longs to the first, not the second half of life, 
when people should not still try to work out 
unfulfilled sexual needs but use and derive 
satisfactions from accumulated skills and 
wisdom. 

A number of papers again report satisfac- 
tory use of various ataractic drugs in treat- 
ment of serious mental disturbances in the 


elderly. Appropriate use of estrogen-andro- 
gen therapy is again recommended. Other 
papers deal with the recurring need to dif- 
ferentiate between organic and nonorganic 
deficits in elderly psychotic patients. In all 
cases home treatment is recommended when 
possible, to avoid the dangers of long hospi- 
talization. 

Among physical factors important for effi- 
cient old age and for mental health, Sheldon 
(4) terms the tendency to fall ‘‘a true old 
age phenomenon.” This liability, which be- 
gins in the early 60’s and slowly increases, he 
attributes to decline in postural skill, many 
aspects of which suggest that the brain nu- 
clei lose function comparatively early. The 
common trouble in later old age, with vertigo 
and getting about in the dark point to ina- 
bility to coordinate information from the 
labyrinth with that of the eye. This decline 
of postural skill, belonging to the same proc- 
ess as slowness of reaction speed, needs 
thorough study. 

White(5) explains how a suitable degree 
and amount of daily exercise help the aging 
person to maintain health and well-being. 

Many articles again review the problems 
of soc‘al adjustment for aging persons and 
of criteria for retirement. An AMA com- 
mittee has begun the pioneer work of draft- 
ing both physical and psychological examina- 
tions to determine bases for partial or 
complete retirement. 

A new journal of international character, 
Gerontologia, was begun in 1957, to serve 
“especially the experimental side of geron- 


tology.” 
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EPILEPSY 
ELIZABETH G. FRENCH, M. D.1 


The encouraging trend toward etiologic 
classification of the epilepsies and away from 
the waste-basket designation of all seizures 
as “epilepsy” continues. From Tel Aviv(1) 
comes word that of 407 patients with epi- 
lepsy, definite birth or accident trauma were 
responsible for 30% of the cases. This cause 
was closely followed by infection. In another 
38% an organic origin though not defined was 
suspected. Multiple causative factors were 
usually present in individuals. Only 9% of 
the cases had a history of heredity. Such 
history in progenitors is often concealed, so 
that additional clues to inheritance of low- 
ered seizure threshold are being sought. 
Photic stimulation may be one such clue. Per- 
sons with epilepsy initially unrelated to light 
may later, however, have attacks caused by 
photic stimulation(2). Family surveys in all 
these cases are being undertaken. 

Convulsive or autonomic seizures may be 
a first manifestation of certain inborn errors 
of metabolism. Studies of patients with 


phenylpyruvic aciduria(3, 4, 5) suggest that 
not all of such cases have extreme mental re- 
tardation as originally thought, and that die- 
tary measures restricting phenylalanine in- 
take may prevent characteristic and profound 
mental changes. Acute porphyria(6, 7) may 
often remain unrecognized and may simulate 


so-called “abdominal epilepsy.” Galacto- 
semia(8), another genetic metabolic error 
with possible seizures may be controlled by 
dietary measures. More comprehensive labo- 
ratory investigations, e.g. simple blood and 
urine determinations would help catalog some 
patients labelled idiopathic. 

We are reminded that about one-third of 
patients sustaining open brain injury develop 
seizures. Walker(g) in a series of 244 post- 
traumatic epileptics followed for Io years 
after head injury, shows higher mortality 
and morbidity rates than in normal popula- 
tion, and a work status correlating with in- 
telligence. More than a third were seizure 
free from the fifth to the tenth year after 
injury. In evaluating the disability of an 
individual, the disturbance involves person- 
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ality, and is more than the sum of hemi- 
plegia and epilepsy. The surgical approach 
(10) to resistant focal seizures is gaining 
favor in many areas, and success is fre- 
quent in patients with a known causative 
factor and unilateral involvement(11, 12). 
The Second International Colloquium on 
Temporal Lobe Epilepsy, held at the Na- 
tional Institute of Health in March, 1957 
(13), and International Congress of Elec- 
troencephalography and Clinical Neuro- 
physiology at Brussels, July, 1957(14), dis- 
cussed in detail the EEG, neurophysiology, 
pathology, neurochemistry and surgical as- 
pects of seizures. We are entering a new 
era of refinement in neurosurgical tech- 
niques with the aid of depth electroencepha- 
lography and depth electrode stimulation 
studies(15). Ultrasound(16), while still in 
the experimental stage, can be focused to 
produce a destructive lesion deep within the 
brain without damaging intervening tissue. 
It has certain limitations. It does not pene- 
trate a vacuum, nor pass through an interface 
of two mediums with widely different acous- 
tic characteristics. It produces physical in- 
terference with deflection, reflection, absorp- 
tion. The exact dosage is undetermined. 
Hence its practicality is problematic. 

Only a few of the many seizure patterns 
discussed in the literature can be mentioned 
here. Massive muscle spasms(17) or in- 
fantile spasms are characterized by lighten- 
ing-like contractions of most of the body 
musculature, in series and usually starting 
between 1-6 months of age. They gradually 
disappear but are often replaced by other 
seizure patterns. They are usually associated 
with hypsarrhythmia on the EEG and severe 
mental and motor retardation. The progno- 
sis is not good but may be more favorable 
if seizure activity disappears after a brief 
period or if seizures are single instead of 
multiple. Gemonil and Mebaral are often 
effective. Attacks of laughter(18) may oc- 
cur as epileptic patterns with hypothalamic 
focus. A case of carotid sinus epilepsy (19) 
is reported from London with no associated 
change in pulse rate or blood pressure, and 
with freedom from blackouts following uni- 
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lateral carotid sinus denervation. For some 
female patients convulsions are more fre- 
quent around the menstrual time(20), and 
least common during the luteal stage—4 to 
13 days before menstruation begins. It is 
suggested that progesterone secreted during 
the luteal phase may afford some protection 
against seizures. Animal experiments sup- 
port this theory. 

Narcolepsy, long acknowledged as an un- 
happy relative of epilepsy, is often associ- 
ated with other symptoms of cataplexy, sleep 
paralysis, or nightmares(21). It must be 
diagnosed from the clinical history as labo- 
ratory studies are unrevealing. So far there 
is no satisfactory treatment although analep- 
tics may be helpful. 

Drug therapy is still the first and best line 
of defense against seizures. Significant bene- 
fit to psychomotor seizures is reported in 
28% of 411 patients treated with Phenace- 
mide(22). Physicians are warned of pos- 
sible side effects of hepatitis, personality 
change, rash, proteinuria, G.I. upsets. Long- 
term experience with Phensuximide(23) has 
confirmed the initial good reports particu- 
larly for petit mal but also for grand mal 
and focal seizures. Peganone(24), a new 
hydantoin, does not possess as great anti- 
convulsant properties as diphenylhydantoin 
but deserves a place in the armamentarium 
because of its effectiveness in many major 
motor and some psychomotor seizures and 
its freedom from gingival hypertrophy and 
hirsutism. 

Diamox(25, 26) continues to show re- 
markable benefit in “centrencephalic” epi- 
lepsy and is helpful in other types of 
seizures. 

Celontin(27), the new succinimide relative 
of Milontin, has shown marked benefit in 
40% of 76 patients with all seizure types, 
in 55% of patients with petit mal, and in 
33% of patients with psychomotor seizures. 

Words of caution appear in articles de- 
scribing megaloblastic anemia during Myso- 
line therapy(28) and with hydantoins(29). 
Fortunately responses to folic acid were 
satisfactory. Many other agents commonly 
used in seizure control may cause dys- 
crasias(30). More adequate reporting of 
untoward reactions is needed if unfortunate 
results with the use of these potentially toxic 
therapeutic agents are to be avoided. 


BIBLIOGRAPHY 


1. Alfandary, I.: Harefuah, 52: 283, June, 10957. 

2. Bertha, H., and Lechner, H.: Wien. klin. 
Wehnschr., 68: 954, 1956. 

3. Pépin, B.: Presse méd., 64: 2091, Dec., 1956. 

4. Hsia, D. Y-Y, Knox, W. E., and Paine, R. S.: 
A.M.A.J. Dis. Child., 94: 33, July, 1957. 

5. Horner, F. A., Streamer, C. W., Clader, D. E., 
et al., A.M.A.J. Dis. Child., 93 : 615, June, 1957. 

6. Hierons, R.: Brain, 80: 176, June, 1957. 

7. Craig, J. B.: W. Virginia Med. J., 53: 175, 
1957. 

8. Komrower, G. M., Schwarz, V., Holzel, A., 
and Goldberg, L.: Arch. Dis. Childhood, 31: 254, 
Aug., 1956. 

9. Walker, A. E.: J.A.M.A., 164: 1636, Aug. 
1957- 

10. Green, J. R., and Steelman, H. F. Eds.: Epi- 
leptic Seizures: A Correlative Study of Historical, 
Diagnostic, Therapeutic, Educational and Employ- 
ment Aspects of Epilepsy. Baltimore: Williams & 
Wilkins Company, 1956. 

11. Drake, R. L., Hibbard, J. S., and Vin Zant, 
L.: J. Kansas M. Soc., 58:1, Jan., 1957. 

12. Paillas, J. E., and Pruvot, P.: Presse méd., 
65: 197, Feb., 1957. 

13. Second International Colloquium on Tem- 
poral Lobe Epilepsy, National Institute of Nervous 
Diseases and Blindness, Bethesda, Md., March, 
1957. In press. Springfield: C. C. Thomas. 

14. Fourth International Congress of Electroen- 
cephalography and Clinical Neurophysiology. Acta 
Medica Belgica, Brussels, July, 1957. 

15. Powell, E. W., Haggart, J., and Goodfellow, 
E.: Neurol., 7: 689, 1957. 

16. Friedland, F.: J.A.M.A., 163:709, March, 
1957. 

17. Chao, D., Taylor, F. M., and Druckman, R.: 
J. Pediat., 50: 670, 1957. 

18. Druckman, R., and Chao, D.: Neurology, 7: 
26, 1957. 

19. Behrman, S., and Knight, G.: Brit. M. J., 
2:1522, Dec., 1956. 

20. Laidlaw, J.: Lancet, 271: 1235, 1956. 

21. Daly, D. D., and Yoss, R. E.: Electroen- 
cephalog. & Clin. Neurophysiol., 9: 109, Feb., 1957. 

22. Livingston, S., and Pauli, L. L.: N.E.J.M., 
256: 588, 1957. 

23. Rey-Bellet, J., and Lennox, W. G.: A.M.A. 
Arch. Neurol. & Psychiat., 77: 23, Jan., 1957. 

24. Livingston, S.: J. Pediat., 49: 728, Dec., 1956. 

25. Golla, F. L., and Session Hodge, L. A.: J. of 
Mental Sc., 103: 430, 1957. 

26. Wada, T., Sato, T., and Morita, S.: Dis. of 
the Nerv. System, 18:1, March, 1957. 

27. French, E. G., Rey-Bellet, J., and Lennox, 
W. G.: “Celontin (N-methyl, methylphenyl-suc- 
cinimide) in Psychomotor and Petit Mal Seizures.” 
To be published. 

28. Christenson, W. N., Ultmann, J. E., and 
Roseman, D. M.: J.A.M.A., 164: 940, 1957. 

29. Gydell, K.: Acta Haemat., 17: 1, Jan., 1957. 

30. Wintrobe, M. M., and Cartwright, G. E.: 
A.M.A. Arch. Int. Med., 98: 559, Nov., 1956. 


“3 
4 
{ 


REVIEW OF PSYCHIATRIC PROGRESS 1957 


MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pu. D.1 


“How much real advance has there been 
in education for mental health?” asks the 
editor of Understanding the Child, quarterly 
journal of the National Association for Men- 
tal Health, in the October (final) issue of 
this publication, which began in 1931. “Are 
teachers and other school workers more 
aware than they appeared to be at one time 
of the importance of good mental and emo- 
tional attitudes and practices in the school 
room and in the education situation gen- 
erally?” He answers: 

It is difficult to measure such things accurately, 
of course, but studies since Wickman’s classic re- 
search of thirty years ago are, on the whole, de- 
cidedly encouraging. Teachers, other school staff, 
and people generally are far more aware of the 
needs and possibilities of good mental health—as 
witness the thousands of communities where 
schools have become pleasant places; where the 
old, bare, lined-up, screwed-down-desk type of 
school room has been replaced by bright, sunny 
rooms, with movable seating and attractive sur- 
roundings; and where the stiff old brick buildings 
have been replaced by attractive new schools, often 
set in the midst of many acres of beauty and play 
space. Even the teacher can be attractively dressed 
nowadays; and she (or he) can actually be friendly 
and human(1). 


Study of the role of the schools in pro- 
moting mental health continued to be an 
important part of the program of the Con- 
gressional Joint Commission on Mental 
Health and Illness during 1957. An exhaus- 
tive examination of relevant literature was 
undertaken under the direction of Wesley 
Allinsmith and George W. Goethals, of the 
Harvard University Graduate School of 
Education, and an intensive field study of 
three Massachusetts communities was initi- 
ated. The review of the literature has as 
its goal: 1. to report what is known and 
what is believed about the roles the educa- 
tional institutions, from the nursery school 
through the university, are now playing in 
fostering or damaging mental health; and 
2. to assess the part schools might be encour- 
aged to take in the future in promoting men- 
tal health. The study seeks to appraise what 
claims are trustworthy, what new procedures 
are being tried, and “what is the current cli- 


1 Univ. of North Carolina, Chapel Hill, N.C. 


mate of informed public opinion in the field.” 
A special faculty seminar devoted to men- 
tal health education at the University of 
Texas is described in the recently revised 
program of the Hogg Foundation for Men- 
tal Hygiene(2). “Research workers in psy- 
chology, education, and sociology met regu- 
larly to share theories and _ techniques, 
particularly as they applied to the general 
problem of promoting better mental health 
through the public school system,” says the 
statement. Projects fostered by the Founda- 
tion include a 3-year study of the mental 
health emphasis applied to the rural schools 
of one county and a description of an ex- 
perimental approach to the effectiveness of 
mental health materials in high school. 
That the schools can deal successfully 
with very difficult behavior cases is noted 
by Redl and Wineman in their current 
volume on the aggressive child(3). Chil- 
dren from Pioneer House attended a spe- 
cial opportunity class in the Detroit Public 
School system—a type of class reserved for 
children who show excessive behavior dis- 
turbances in the regular classroom, and 
staffed by teachers specially trained to han- 
dle problem behavior. And in the report of 
a recent workshop conference in Washing- 
ton, D. C., on mental health and education, 
Rev. William F. Jenks, of the Catholic Uni- 
versity of America, pointed out that since 
many of the emotional difficulties of present- 
day adults have their origin in early depriva- 
tions, tensions, and conflicts that lead to the 
development of undesirable personality pat- 
terns, “the mental health of children today 
is receiving greater attention from educa- 
tors.” He urges that personnel with adequate 
professional training in this area be employed 
and courses in mental hygiene be provided 
in all elementary and secondary schools(4). 
Describing current international efforts in 
behalf of education for mental health Prof. 
William Boyd, of the University of Glasgow, 
says: 
The immediate mental health program must be 
concerned with the maladjusted people of the pres- 


ent generation, but beyond that is the thought of the 
men and women of the future growing up under 
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conditions of life free from the prejudices and 
tensions that make for personal unhappiness and so- 
cial conflicts(5). 


Camilla Anderson, dealing with psychody- 
namics as “a creative approach to mental 
health,” cites the total schoul experience and 
the impact of whatever group of persons 
youth tries to identify himself with—Sunday 
school, the church, neighborhood clubs, or 
gangs(6). The importance of play in early 
education as a means of maintaining mental 
health, especially in early childhood through 
the nursery school, is emphasized in a recent 
report by the head of the Department of 
Child Development in the University of 
London Institute of Education. “We are 
coming more and more to realize,” says the 
report, “that emotional satisfactions lie at 
the root of all intellectual interests, and that 
feelings are the driving force behind all in- 
tellectual efforts’(7). And a recent study 
of a therapeutic play group in a New York 
City industrial area led to the conclusion that 
“many of the children function better in the 
classroom as a result of their participation 
in the specialized play group’’(8). 
Recognition of the importance of mental 
health, the need for giving “all possible sup- 
port to movements which encourage im- 
proved facilities for mental patients,” and 
more widespread public education regard- 
ing the problems of mental health are listed 
by French and his associates in their recent 
statement as desirable “behavioral outcomes 
of general education”’(9). The high school 
student would, if he lives up to certain illus- 
trative behaviors, they maintain, “inform 
himself concerning our national problems of 
mental illness and of the factors in our lives 


INTRODUCTION 


“A Medical Department contributes to the 
operations of the company it serves if it im- 
proves the health, both mental and physical, 


1 Appreciation is due the other members of the 
Committee on Industrial Psychiatry, A.P.A., and 
American and Foreign correspondents. 

2 343 State St., Rochester, N.Y. 
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which often result in mental breakdown,” 
and deal with the mentally ill with the same 
understanding and sympathy he shows to- 
ward the physically ill. 

Though there have been many improve- 
ments in mental health in education in re- 
cent years, Kanner says in the latest edition 
of his book, Child Psychiatry, “there are 
still child-caring institutions in which sadism, 
disguised as discipline, indulges in orgies at 
public expense and with public acquiescence. 
There are foundling homes in which infants, 
well fed and looked after in a material sense, 
are ruined emotionally by lack of affection 
and stimulation. There are schools, both 
public and private, in which children’s spirits 
are crushed by coldly punitive rigidity” (10). 
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of employees and management; if it de- 
creases absenteeism from work; if it helps 
reduce the number of accidents; if it evalu- 
ates and promotes healthful work places ; and 
if it thereby makes happier and more efficient 
employees” (1). 

This quotation typifies the philosophy of 
present, progressive medical departments in 
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industry today. The whole man—his work 
problems, his interrelationships with people, 
his working environment, his off-the-job 
habits and problems—is being considered in 
today’s industrial medical programs. Each 
year brings more interest in the emotional 
problems of the employees by industrial 
medical departments. The impact of such 
problems, on-the-job and off-the-job, is 
slowly being recognized. 

D’Alonzo and Fleming(2) recently state 
the following : “The aim of occupational psy- 
chiatry certainly differs in no respect from 
that of any other branch of psychiatry—the 
aim of all is the treatment and cure of the 
signs or symptoms resulting from emotional 
or mental conflict. Moreover, the psychia- 
trist in industry conducts research into the 
factors necessary to prevent severe emotional 
disturbances; he trains plant physicians in 
techniques for handling psychiatric problems, 
and consults with plant physicians on indi- 
vidual cases, or group behaviors, which are, 
or are suspected of being, of occupational 
origin ; and he advises management regarding 
the proper methods of handling emotion- 
ally disturbed individuals or groups. To be 
successful, occupational psychiatry should 
function as a unit of an occupational medical 
department. Its function, just as with any 
other unit, must be to contribute to the occu- 
pational health program in general.” 

From the same article, this thought is men- 
tioned, “Cooperation should exist between 
the occupational psychiatrist and the personal 
psychiatrist in both diagnosis and treatment 
to the end that the needs of the patient will 
be more fully and intelligently served. . . . it 
is our firm belief that both the need and the 
scope of the work of the private practitioner 
of psychiatry will be increased and more ade- 
quately expanded through the efforts of the 
industrial psychiatrist. Not only will there 
be ample room for both fields, but also the 
needs of the patient will be more fully real- 
ized, and appropriate therapy more success- 
fully instituted.” 


ACTIVITIES—-DOMESTIC 

During the year 1957 interest in the role 
of psychiatry in industry was demonstrated 
by a wide range of activities among medical, 
industrial and community groups. These 
were largely educational in orientation, but 


subject matter ranged from the present and 
potential contributions of the psychiatrist in 
industry to group meetings with a frankly 
therapeutic intent. 

Medical groups demonstrating an interest 
in the field centered first among groups in- 
terested in occupational medicine. Illustra- 
tive were the prominent places accorded psy- 
chiatric topics at the annual meetings of the 
Industrial Medical Association and _ the 
American Academy of Occupational Medi- 
cine. Week-long seminars for industrial 
physicians were sponsored by the Menninger 
Foundation and the University of Cincinnati 
Institute of Industrial Health. Human rela- 
tions Seminars for nurses drew considerable 
interest for the second year in a row at the 
University of California at Los Angeles: 
These were conducted from the viewpoint of 
dynamic psychiatry with a goal of assisting 
nurses in the administrative and supervisory 
aspects of their work. This venture is but 
one of many para-medical utilizations of 
psychiatric insights by industrial relations 
groups. 

Industrial Management continues to dem- 
onstrate increasing interest in the application 
of psychiatric concepts to the work situation, 
to policies, to personnel, to inter-personal re- 
lationships and to management procedures. 
The Executive Seminars at the Menninger 
Foundation were held again this year with 
applications exceeding the number of availa- 
ble places. Many conferences, sponsored by 
industrial groups emphasized mental health 
themes. From a two-day conference for 
executives in Keokuk, Iowa, to continuing 
bi-weekly seminars in Memphis, Tennessee, 
there has been a burgeoning interest at the 
local level. 

Community interest has been equally wide- 
spread. A few examples would include the 
focussing of attention upon the emotional 
aspects of work at workshops and meetings 
sponsored by such groups as the Kentucky 
Welfare Association, the Chicago Heart As- 
sociation and the National Health Forum. 
Chambers of Commerce, service clubs and 
other community agency groups throughout 
the country appear to be calling increasingly 
upon psychiatrists to discuss various aspects 
of mental health as it relates to the occupa- 
tional environment. 
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ACTIVITIES—ABROAD 


In England, Elliot Jacques continued the 
study of the Glacier Metal Company, reported 
in “The Changing Culture of a Factory.” 
Rather than as a leader of a research team, 
he has more recently been working as a pri- 
vate consultant to the company. His book, 
Measurement of Responsibility(3), reports 
an interesting approach to handling social 
stresses in the work setting by redefining the 
responsibility involved in each job in terms 
of the necessary discretion required for its 
satisfactory performance. 

In a letter from Dr. A. T. M. Wilson(4) 
of The Tavistock Institute of Human Rela- 
tions, London, England, we learn that Dr. 
G. M. Carstairs, Director of the Medical Re- 
search Council at Maudsley Hospital, con- 
tinues with his studies of sheltered workshop 
activities. He states that in his article, “The 
Background of Management,” he attempts to 
contrast in outline the relationship of re- 
search and background studies to profes- 
sional training, on the one hand, in medicine 
and engineering and, on the other, in relation 
to general management. 

From Yugoslavia, Dr. Bozidar Markovic 
(5), Chief, Division of Health Education, 
Central Institute of Hygiene, states that at- 
tempts to integrate psychiatry into industry 
are still being made. Industrial psychologists 
from many enterprises met for the first time 
recently. He declares that the psycholo- 
gists have tackled the following problems: 
1. analysis of working places and workmen ; 
2. investigation in the causes of the large 
number of accidents at work and elaboration 
of a method for their prevention ; 3. human 
relations. Investigations into the causes of 
absenteeism and the relationship to emotional 
problems are continuing. 

From Dr. Temple Burling(6), who spent 
last year surveying industrial psychiatry in 
Europe, we find that an outstanding center 
for industrial psychiatry in Holland is the 
National Institute for Preventive Medicine 
in Leiden. The division on social and mental 
health is under Prof. J. Koekebaaker. The 
research program runs all the way from basic 
physiological studies to studies of social or- 
ganization in industrial communities. 

At Phillips Electric Company in Eind- 
hoven, Holland, studies of the incidence of 


ulcer in different occupation levels are in 
progress. 

In Paris, Dr. Burling reports that a very 
fine rehabilitation program for mental hos- 
pital patients is under way under Dr. Paul 
Siadon, Neuilly-sur-Marne (S. and O.) Pro- 
fecture de la Seine. The patients are shel- 
tered in halfway houses during their transi- 
tion to work and are aided by a group formed 
for this purpose. In Paris, also, is a manage- 
ment organization which has a division of 
human relations which carries on many train- 
ing programs for supervisors and executives. 

Dr. Mertens, professor of psychiatry at 
the University of Louvain, Belgium, is en- 
gaged particularly in industrial psychiatry. 
He conducts many conferences for industrial 
leaders on the Bethel Group Dynamics pat- 
tern. 

In Vienna, Austria, there is one industrial 
psychiatrist working in a spinning and weav- 
ing factory. 

In Sweden, Dr. Burling stated that Dr. Er- 
land Mindus is doing much in the mental 
hygiene field. He still has a course of weekly 
meetings going on industrial mental health 
for the executive group. 

The Institute of Industrial Health, Hel- 
sinki, Finland, has an industrial psychiatrist. 


APPOINTMENTS 


Dr. Alan McLean has joined the medical 
staff of I.B.M. as a full-time psychiatrist. 
Dr. Clarence J. Rowe has become a member 
of the Medical Department of the Minnesota 
Mining and Manufacturing Company, St. 
Paul, Minn., as a psychiatrist. Dr. Edgar 
Bostian recently began his work as a psy- 
chiatrist for the American Cyanamid Com- 


pany. 
BOOKS 


Mention should be made of a book entitled 
Practical Psychiatry for Industrial Physi- 
cians by Dr. W. Donald Ross. This book 
has been well received. Dr. Ross has had 
much experience in training industrial physi- 
cians and in conducting industrial psychiatric 
seminars throughout the Cincinnati area(7). 
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PSYCHIATRIC NURSING 
LAVONNE M. FREY, R.N. 


It has been said that in no field of nursing 
are so many changes taking place as in psy- 
chiatric nursing. These changes will ulti- 
mately affect the care of all patients every- 
where(1). A major concern on the part of 
psychiatric nurses is their rapidly evolving 
functions in contributing to the therapeutic 
community, or the transition from the nar- 
row custodial orientation to that of therapeu- 
tic cares. Confusion remains concerning the 
definition of the psychiatric nurse(2) and 
in practice this confusion still places undue 
demands on nurses whose education and ex- 
perience have not yet prepared them to be 
clinical specialists. The definition of psychi- 
atric nursing, and the role of the psychiatric 
nurse need further clarification, but progress 
is being made by nurses and those from 
other professions with whom they collaborate 
in providing care, in the observation and re- 
examination of the work of nursing person- 
nel with patients(3, 4, 5, 6). 

The changes occurring in psychiatric nurs- 
ing and the resulting tensions which arise in 
nurse-doctor-patient relationships have been 
the topic of papers and meeting discussions 
(7, 8). Sabahin(8) outlines possible solu- 
tions to these problems which tend to elicit 
problem responses from patients. 

The goals of the nursing service of a hos- 
pital have not often been explicitly stated, 
but a recent paper(g) outlines these as a 
basis for staffing a psychiatric research unit. 
The pattern suggested emphasizes the need 
for an on-going inservice education program. 
Time needed for communication to attain 
the goals was allowed for. Although the 
need for this kind of communication system 
has been suggested before, this is the first 
time to the writer’s knowledge that specific 


1 St. Elizabeths Hospital, Washington, D. C. 


planning by allowing time for it, has been 
described in the literature. 

The development of communication sys- 
tems and inservice education as ultilized in 
another hospital to facilitate a rehabilitation 
program for a group of “deteriorated pa- 
tients”(10) is reported. Progress in a state- 
wide program of inservice education for all 
nursing personnel is also described(11). 

The improvement of psychiatric nursing 
care has been fostered by the program of the 
psychiatric nursing services of the National 
League for Nursing. During 1956 they con- 
centrated on statewide self evaluation activi- 
ties in 4 states. Continuing these services in 
1957, a series of workshops on inservice edu- 
cation were sponsored by The Councils on 
Psychiatric and Mental Health Nursing of 
the State Leagues for Nursing. Further 
follow-up has consisted of two-day institutes 
for professional and practical nurses and 
psychiatric aides with emphasis on ward 
care of patients(12). 

Reports have also been made of the nurses’ 
part in newer types of services to the men- 
tally ill such as day care and night care pro- 
grams(13), inservices to families of hospi- 
talized patients and continued care to patients 
on discharge from the hospital(14, 15). A 
successful program offering supportive care 
to mentally ill patients and to families is re- 
ported from Georgia since 1953(16, 17, 18). 
The lack of planning for nurses to actively 
participate in such programs of supportive 
care for patients who might get along outside 
the hospitals is a continuing concern. 

The foundation for effective psychiatric 
nursing practice is laid in the educational 
programs of basic nursing schools. The 
systematic study, and understanding of hu- 
man behavior have long been considered es- 
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sential to nursing care throughout the basic 
curriculum, also to effective specialization 
following graduation. Social scientists are 
contributing to nursing education in this 
area and one program is described in its 
second year of experimentation. It is pointed 
out that one of the most effective ways of 
integrating social science is in a course, the 
content of which “must be centered around 
the particular needs of nurses’ (19). 

Ways of handling situations difficult for 
nurses and illustrative of the utilization of 
such concepts are cited in the literature 
in articles by nurses. These deal with situa- 
tions in which the nurse “dislikes a patient” 
and with the nurse’s relations with a crying 
patient(20, 21). Methods of dealing with 
such situations are also described(22). 

A book for nursing students(23), rich 
with illustrations of how the meaning of 
human behavior might be explored repre- 
sents progress by making real and practical 
many of the abstract concepts in this area. 

Because of limited space only a few re- 
search studies in psychiatric nursing educa- 
tion and practice can be reported here. Spe- 
cific functions of the nurse as an observer 
in psychiatric research have been described, 
particularly as an “evaluator of patient be- 
havior’ (24, 25), as well as those in which 
the nurse has acted “as informant” to the 
senior author(26). 

One study reports the study of “the actual 
technical function of psychiatric nursing in 
a sample of North Carolina hospitals” (27) ; 
another dealt with the nurse in the outpa- 
tient psychiatric clinic, with an analysis of 
types of positions which may be available in 
such a setting(28). A third study dealt with 
a program in psychiatric nursing for affiliate 
students. From the last, it was felt that this 
study “could not reveal what a nurse... 
might do with time and talents if she were 
freed from other responsibilities to engage 
in direct care of patients.” It concluded: 


. if the psychiatric nurse were freed of many 
time consuming administrative and clinical func- 
tions, more time might be spent in the actual care 
of psychiatric patients, in teaching and supervising 
other members of nursing service personnel, and 
in improving the nurses’ knowledge and skill in the 
care of the psychiatric patient. This improvement 
was considered necessary before introducing student 


nurses into the psychiatric wards for educational 
experience (29). 


Another’ study deals with the hypothesis 
that “if a change in the situation is experi- 
enced by the chronic patient, it will be ac- 
companied by a change in his behavior” (30). 
A redefinition of the traditional roles of the 
nurse and aides was one part of the experi- 
mental pattern which resulted in the improve- 
ment of patients. 

In another investigation the personality 
make-up of nurses working in psychiatric 
settings, specifically 4 Veterans Administra- 
tion hospitals, was studied. This study made 
use of the Edwards Personal Preference 
Schedule, and suggested that “the best psy- 
chiatric nurses are relatively less timid and 
more warm in their interpersonal relation- 
ships, more stable, and more capable of 
leadership than the less highly rated 
nurses” (31). 

Much attention was given to both preserv- 
ice and inservice education of the psychiatric 
aide or attendant, as a primary concern to 
most psychiatric hospitals. For example, a 
32-week preservice education program for 
aides is being conducted by a university, and 
the report of a modified practical nurse pro- 
gram for psychiatric aides may be cited (32). 
Material for use in the preparation of psy- 
chiatric nursing personnel is being outlined 
by committees under the sponsorship of the 
National League for Nursing and is expected 
to have wide distribution. 

Sponsored jointly by The American Psy- 
chiatric Association and the National League 
for Nursing a seminar project for teachers 
of psychiatric aides has been planned. It is 
hoped that this may be set up on a pilot basis 
and eventually include teachers of aides in all 
state hospitals. 

The National League for Nursing con- 
tinues to offer consultation services in nurs- 
ing education as well as in nursing services. 
During the year coordination of curriculum 
development between schools of nursing and 
psychiatric hospitals has been carried out 
(33). A Psychiatric Nursing Supplement 
to the Self-Evaluation Guide for Schools of 

Nursing has also been prepared. 

Of note also is the Conference on Nurs- 
ing Personnel for Mental Health Programs 
held in March 1957 in Oklahoma and which 
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has implications for both nursing services 
and nursing education. Sponsored by the 
Southern Regional Educational Board as an 
activity of the Southern Regional Program 
in Mental Health Training and Research, 
future activities will give priorities to a 
comprehensive study of nurse utilization and 
to a “survey of all psychiatric facilities offer- 
ing nursing programs in order to determine 
the degree of correlation, integration and 
quality of academic content and clinical prac- 


tice” (34). 
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Certainly the most interesting and perhaps 
the most significant developments in the field 
of rehabilitation and occupational therapy 
during the past year have been the many 
evaluations of currently active programs and 
the intensified search for new and better 
methods of restoring the emotionally ill and 
the physically ill. Marrin and Shain(1) con- 
clude from their evaluation that workers in 
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the field have failed to recognize the im- 
portance of gathering data so that rehabili- 
tation programs can be scientifically ap- 
praised. They make a plea for more and 
better research within existing agencies. 
Dabelstein(2) reviews the projects being 
carried out under Public Law 565, a statute 
under which the Federal Government assists 
the states in establishing and operating serv- 
ices to rehabilitate mentally and physically 
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handicapped persons. One of the projects 
he surveys will, when completed, include the 
development of a number of new types of 
services for psychiatric patients. The Re- 
habilitation Policy Committee of the National 
Rehabilitation Association(3) examines re- 
habilitation legislation and its effect upon 
operating programs and decides that there is 
widespread acceptance of existing laws. The 
Committee recommends the expansion of 
rehabilitation facilities for groups not re- 
ceiving adequate help, among which are the 
mentally ill and other severely disabled per- 
sons(4). This expansion will be facilitated 
by the increased funds now available to pro- 
vide for more workers(5) and for additional 
rehabilitation centers(6). The American 
Orthopsychiatric Association(7) appraises 
the problem of rehabilitation in the indi- 
vidual, including the important factor of re- 
habilitation potential and the Fifth Annual 
Workshop at the Conference on Rehabili- 
tation Centers(8) specifies what the patient, 
the physician and the community expect and 
need from a rehabilitation center. Those in- 
terested should consult the sources(1, 2, 3, 
4, 5, 6, 7, 8) for a wealth of detailed in- 
formation on these several subjects. 

The search for new and better methods of 
restoring psychiatric patients has been stimu- 
lated during the past year by a new type of 
financial support called “Mental Health 
Project Grants”(g). These gifts are offered 
by the National Institute of Mental Health 
for the express purpose of developing im- 
proved methods of care, treatment and re- 
habilitation of the mentally ill. One such 
grant has made possible a summer camping 
project for approximately 100 chronically 
ill male patients selected from Connecticut’s 
state mental hospitals(10). In this initial 
experiment in outdoor living 40% of the pa- 
tients participating showed improvement 
(11). In another new step designed to set a 
better climate for mental health, the State 
of Washington has developed a program di- 
rected toward the reduction of dependency 
in certain persons on public assistance(12). 
Because authorities(13, 14, 15) agree that 
an increased number of adequately trained 
rehabilitation workers is essential if tech- 
niques of restoration are to be improved, the 
National Foundation for Infantile Paralysis 


is sponsoring the development of additional 
well-qualified personnel by offering postdoc- 
toral fellowships in rehabilitation, monthly 
stipends for vacation study in rehabilitation, 
and teaching fellowships to occupational 
therapists(16). 

Another important recent development is 
the changing concept of the rehabilitation 
center and the changing attitude toward the 
process of rehabilitation. Whereas, origi- 
nally it was believed that the purpose of a 
rehabilitation center was to house all restora- 
tive facilities under one roof, at the present 
time it is thought that this is not practicable 
(17). Furthermore, it is held that both medi- 
cally and vocationally oriented centers are 
necessary(18). Earlier, the rehabilitation 
effort was directed toward the restoration of 
a particular individual from a particular dis- 
ablement. Now, however, the emphasis is 
placed on treating the total person(19, 20, 
21), on the importance of teamwork among 
the various disciplines involved in the re- 
habilitation effort(17, 19, 22, 23) and on the 
great significance of the spirit and morale of 
the rehabilitation team(23, 24). It is gen- 
erally recognized that the psychiatrist’s prin- 
cipal responsibility in such a program is to 
furnish leadership(23) and to achieve 
smooth interpersonal relationships among 
those participating in the effort to re- 
store(25). 

Motivation of the mentally ill has con- 
tinued to hold a prominent place in the think- 
ing of psychiatrists. A report from the 
Annual Meeting of The American Psychi- 
atric Association(26) stresses the prime sig- 
nificance of fostering individual confidence 
and individual desire for restoration. Phil- 
lips(27) warns that it is not always correct 
to assume that a patient who is not coopera- 
tive in treatment is not motivated. He be- 
lieves that the unmotivated state may actu- 
ally be due to excess motivation which 
precipitates multiple failures and that a 
therapist with an aggressive approach may 
push the patient toward further discourage- 
ment. Miller(28) makes a significant con- 
tribution to the subject as she reviews the 
major theories of motivation as conceived 
by Freud, Horney, Adler, and Maslow. 
From her report one cannot help but con- 
clude that motivation is a complex phenome- 
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non and that much more must be known 
about it before the psychiatrist can speak 
authoritatively on the subject of why sick 
people do or do not try to get well. 
Moving the mentally ill person back into 
his home and into his job is being more 
generally recognized as a responsibility of 
the community as well as of the psychiatrist. 
Locher(29) says categorically that, “Final 
success in rehabilitation rests upon com- 
munity participation.” Allen(30) likewise 
emphasizes that rehabilitation is a commu- 
nity problem, and a recent symposium (31) 
stresses the importance of the general prac- 
titioner in helping the patient resume his 
normal way of life. Whitely(32) even en- 
visions a time in the future when both psy- 
chiatric treatment and rehabilitation will be 
entirely extramural. Numerous authors de- 
scribe methods of bridging the gap between 
the hospital and the home. Reimer(33), 
Marra, Moore and Young(34), Smith(35), 
and Jones(36) give accounts of programs 
under which psychiatric patients work for 
pay in industry while still under treatment 
in institutions, thus learning to adjust to 
actual working conditions. Black(37) and 
Gellman(38) discuss the value of the post 
hospital transitional workshop and a recent 
publication(39) offers detailed information 
about the geographic location of workshops 
and the types of service offered. Aldrich 
(40) points out how the Homemaker Serv- 
ice (an organization that supplies mother 
substitutes for homes in which mothers are 
hospitalized for mental illness) can aid in 
restoring the psychiatrically ill. Olshansky 
(41) evaluates rehabilitation counselor train- 
ing and a special issue of the Journal of 
Rehabilitation(42) emphasizes the increas- 
ingly prominent place of the counselor in 
helping the patient take up his life at home. 
Forster (43), Cath(44), Schuleman(45), 
Reichel(46), Fensterheim(47), the 
Bryn Mawr Institute on Rehabilitation (48) 
lay stress upon an appreciation of the emo- 
tional attitudes of the physically disabled 
and indicate how appropriate psychiatric ap- 
proaches and techniques can reassure such 
patients and facilitate their rehabilitation. 
Ferderber(49) offers the opinion that many, 
if not most, aging persons can best be cared 


for in the home rather than in an institution 
and that the restoration of older people must 
be handled not only in the medical, but also 
in the economic social spheres. 

The reader’s attention is directed to a de- 
scription of the new World Rehabilitation 
Fund, Inc.(50) for an understanding of the 
contribution of the United States to the dis- 
abled throughout the world, to Pollack’s 
study(51) for a consideration of the future 
needs of rehabilitation, and to a report of 
the Committee on Rehabilitation of the 
American Medical Association(52) for an 
account of that Association’s active partici- 
pation in matters pertaining to rehabilitation. 

Dunton and Licht(53) present an exten- 
sively revised second edition of their Occu- 
pational Therapy: Principles and Practices 
The distinguished contributors to this work 
have brought their chapters up to date and 
several new subjects are considered. Spe- 
cial mention should be made of new sections 
on music therapy and psychiatry. Through- 
out the book emphasis is placed on the prac- 
tical application of occupational therapy in 
various illnesses, including psychiatric disor- 
ders. The recently published Occupational 
Therapy Manual for Personnel in the New 
York State Department of Mental Hygiene 
(54) is a valuable source of information on 
the operation of occupational therapy serv- 
ices for the mentally ill and the new Objec- 
tives and Functions of Occupational Therapy 
(55) is an excellent guide for physicians 
prescribing occupational therapy. 

Reports from the Conference of the Amer- 
ican Occupational Therapy Association offer 
much of interest to psychiatrists. Glueck 
(56), Mattson(57), and Hetzler(58) discuss 
regressive electroshock therapy and the place 
of occupational therapy in the care of pa- 
tients undergoing this type of treatment. 
Scheeley(59) points out that inasmuch as 
the ataractic drugs make large numbers of 
previously untreatable patients amenable to 
ancillary forms of therapy, the demands 
placed on occupational therapy have in- 
creased. Doniger(60) emphasizes the im- 
portance of recreation as treatment, Sterling 
(61) examines the problem of prescribing 
recreation for children, and Stachowiak (62) 
considers recreational therapy in its relation 
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to milieu therapy programs. Dally(63) re- 
ports on the work being done on a psycho- 
somatic-pediatric ward. He states that the 
therapeutic program offers children experi- 
ence with mother figures and provides an 
environment conducive to ego growth. John- 
son(64) stresses the need for a full under- 
standing of the normal behavior of the ado- 
lescent if abnormal behavior of the teenager 
is to be understood. She illustrates some of 
the problems the occupational therapist may 
encounter in dealing with adolescents suffer- 
ing from emotional disorders. Wegg(65) 
describes the role of the occupational thera- 
pist in vocational rehabilitation and mentions 
the importance of activities that simulate 
actual on-the-job conditions. Walker(66) 
questions whether occupational therapists 
have adequate backgrounds to carry out 
prevocational guidance and suggests a spe- 
cial research project to study the problem. 
Kaplan(67) makes the interesting observa- 
tion that 10% of the American people are 65 
years of age and over and that these indi- 
viduals consume 20% of hospital care serv- 
ices ; consequently he believes that the nurs- 
ing home will and must assume an increas- 
ingly important role in the care of the aged. 

Meyerson (68) presents his ideas about the 
various psychological roles of the occupa- 
tional therapist and urges studies that will 
accurately define the underlying psychologi- 
cal rationale of occupational therapy and 
give a more precise definition of “the condi- 
tions under which the various activities of 
occupational therapy are beneficial.” Galvin, 
MacDonald and Balliet(69) outline a new 
plan for more meaningful participation of 
the occupational therapist in the care of 
psychiatric patients and suggest how occu- 
pational therapy can contribute to diagnosis 
as well as to treatment. Niswander, Has- 
lerud, and Dixey(70) report that the be- 
havior of the occupational therapist affects 
the acutely psychotic patient’s sociability 
while Dixey, Haslerud and Brown(71) de- 
lineate the part played by the occupational 
therapist in the total treatment program. 
The last study, prompted by that of Hyde 
and Scott(72) which held that in occupa- 
tional therapy patients are usually overcon- 
trolled, overprotected and overdirected, 


shows that the occupational therapist does 
not primarily demonstrate skills but rather, 
if he is successful, establishes good personal 
relationships with patients. Licht(73) is 
critical of the authors’ methods but expresses 
the hope that others will explore the same 
problem. Azima and Wittkower(74) con- 
clude from their observations that too much 
attention has been put on the diversional 
and occupational aspects of activities to 
the neglect of the psychodynamic problems 
of patients participating in occupational 
therapy. 

These provocative publications on the psy- 
chological aspects of occupational therapy 
(68, 69, 70, 71, 72, 73, 74) clearly indicate 
that occupational therapy is entering a new 
era—an era that will take it out of the cate- 
gory of time consuming “busy work” into a 
place of importance as a tool in total psycho- 
therapy. New vistas for investigation are 
being opened and only when these vistas have 
been scientifically evaluated will the true sig- 
nificance of occupational therapy as a diag- 
nostic and a remedial agent be understood 
and appreciated. A few encouraging steps 
have been taken in this direction. Ireland(75) 
describes a work evaluation report which 
provides for a combination of check-off and 
written reporting on patient progress in 
therapy, O’Reilly(76) indicates the various 
types of occupational therapy needed during 
particular stages of rehabilitation, and Fid- 
ler(77) discusses the four-fold purpose of 
occupational therapy in treatment: to make 
a significant contribution to the milieu of 
the hospital community, to augment formal 
psychotherapy, to provide data for use in 
evaluation and diagnosis and to assist the 
patient in undertaking appropriate economic 
and social responsibilities. 
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Psychiatric Social Workers today are re- 
examining their traditional area of practice 
for deeper definition. In addition, with the 
ever-increasing national and international 
emphasis on mental illness and health they 
are giving thoughtful examination to those 
expanding avenues of practice developing 
within the framework of the profession. 
Not only is the present emphasis on the re- 
habilitation of the patient in the hospital and 
community, but more and more the focus is 
being placed on prevention of mental illness. 
In answering the demands resulting from 
these trends, the roles of the social workers 
will change. This continuing study will de- 
lineate more clearly our functions in these 
areas and in our rapidly maturing profession. 
How can psychiatric social work participate 
fully in imaginative and creative programs 
for prevention of mental illness? 

As the communities mobilize their interest 
towards effecting programs in mental health, 
the psychiatric social worker is called upon 
to extend and widen her services beyond that 
of direct treatment to assist in studies of 
communities’ needs such as services for 
children and adolescents. The services of 
the psychiatric social worker have widened 
to include such functions as consu!tation to 
community agencies and organizations and 
participation and leadership in community 
surveys on mental health needs. 

The psychiatric social worker acts, also, 
as case consultant within the social work 
profession for the interpretation of the psy- 
chopathology of patients for the community 
agencies in programs of prevention and treat- 
ment. In this way the body of knowledge 
which the psychiatric social workers have 
gained through clinical experience is now 
being translated into helping the personnel 
in community agencies who are working with 
mentally ill patients and their families in 
order to help them to understand mental ill- 
ness better and to develop with them ade- 
quate methods and standards to meet these 
problems. 

Increasingly, as resources in communities 
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are being drawn upon to provide assistance 
to the mentally ill outside of psychiatric set- 
tings, all the members of the traditional clini- 
cal teams are being called upon to adapt 
their roles in relation to other professions in 
the community who are working with the 
mentally ill person and his family. As a 
member of the team, the psychiatric social 
worker will interpret to the psychiatrist, as 
the medical authority in the mental health 
fields, so that he may understand more fully 
the other fields of social work practice, as 
they relate to total rehabilitation and pre- 
ventive programs in the area of mental 
health. The relationships between psychia- 
trist and psychiatric social worker have de- 
veloped so that the psychiatrist recognizes 
psychiatric social workers as the traditional 
collaborators from the field of social work, 
interpreting the social and environmental 
factors impinging on the illness. Therefore, 
the collaborative role in the practice of the 
psychiatric social worker is better under- 
stood and has particular significance for him. 
In keeping with this role is the interpreting 
of other fields of social work practice to 
him. 

Another expanding area of practice is the 
use of group process by the psychiatric so- 
cial worker in hospitals and clinics as leader 
or co-leader in treatment groups of patients 
and relatives. Because this practice is grow- 
ing so rapidly, the Committee on Practice 
of the American Association of Psychiatric 
Social Workers, now the Psychiatric Social 
Work Section of the National Association 
of Social Workers, has conducted surveys, 
to be compiled for publication to ascertain 
the number of psychiatric social workers 
leading groups, and the philosophies, meth- 
ods and goals which are guiding their work. 

It is hoped to clarify further the train- 
ing and supervision or consultation stand- 
ards to insure sound professional perform- 
ance. These findings will have implications 
for social work education and in-service 
training. It is recognized that the use of 
the group process adds a new dimension to 
the field of psychiatric social work which 
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will widen the scope and effectiveness in 
rehabilitation of mentally ill patients. In- 
creased understanding of how individual pa- 
tients behave in groups may increase diag- 
nostic understanding of behavior in reso- 
cialization. 

To further the study of the psychiatric 
social worker’s use of group dynamics and 
to define similarities and differences of the 
social group worker’s use of group methods 
in psychiatric hospitals and clinics, this year’s 
Institute is to be held June 1958 at the Kel- 
logg Institute in East Lansing, Michigan. 
Experienced practitioners working with 
groups are being invited from all regions of 
the country and Puerto Rico, to this Insti- 
tute supported by a grant from the National 
Institute of Mental Health. Many areas are 
to be discussed such as the principles of 
leadership in groups, group interaction, and 
evaluatory methods for measuring movement 
in groups. Proceedings of the Institute will 
be published as soon as possible to assist and 
enhance the practice of the profession. 

The Institute in Teaching Methods in Psy- 
chiatric Social Work was held in Atlantic 


City in June 1957. It was the second in a 
series of Institutes on teaching in the psy- 
chiatric social work sequence which have 
been financed through grants by the National 
Institute of Mental Health. Miss Charlotte 
Towle, one of our outstanding educators was 
the leader of the Institute and with the as- 
sistance of an advisory committee, she will 
edit the proceedings for publication. Faculty 
members teaching psychiatric social work 
in fifty schools of social work, including Can- 
ada and Puerto Rico, participated. The ma- 
terial from the workshops was stimulating 
and provocative. This Institute was one of 
the first planned programs by the Profes- 
sional Education Committee of the Psychi- 
atric Social Work Section of the National 
Association of Social Workers, to examine 
the organization and presentation of ma- 
terials and methods in teaching social work 
in a scientific, orderly fashion. In addition, 
this Committee is gathering case records for 
teaching directly from practice on a regional 
basis. It is expected that both of these activi- 
ties in the field of education will strengthen 
and enrich the total profession. 


FAMILY CARE AND OUTPATIENT PSYCHIATRY 
WALTER E. BARTON, M.D. 


“A significant group of hospital admis- 
sions may be treated either as inpatients in 
a State hospital or as outpatients in a com- 
munity setting.” This assumption was tested 
by Sampson(1) in 3 California State hos- 
pitals (Agnew, Napa, Stockton), and 2 com- 
munity outpatient clinics. Even numbered 
new admissions from 5 counties were 
sampled for a 3-month period. (Patients ad- 
mitted on observation or as a transfer, or 
return from indefinite leave, or obviously 
requiring hospital care, were excluded. ) 

There were 583 even numbered admissions 
from the 5 counties. Ninety-one percent of 
the cases or 504 met the sampling criteria. 
Only 6 of the 504 newly admitted patients 
were accepted for outpatient status. Only 4 
actually received outpatient treatment and 
only 2 of these were judged to have benefited 
from it. Perhaps it is true, as they conclude, 


1 Superintendent, Boston State Hospital, Boston, 
Mass. 


that hospitals and clinics by and large have 
distinctive and only rarely supplementary 
rather than identical and competing functions 
in the care of the mentally ill. Errera(2) 
conducted a 16-year follow-up of schizo- 
phrenic patients seen in an outpatient clinic. 
Fifty-four patients were followed. These 
came predominantly from a low social eco- 
nomic class, and were first diagnosed as 
schizophrenic during adolescence. Fifty-eight 
percent had less than 5 interviews, 35% from 
5 to 25 interviews and 7 over 25 interviews. 
The results of treatment were: 1. Good ad- 
justment, 26%. (A good work record in one 
job for at least 3 years, with evidence of 
active community and social interaction and 
no bizarre symptomatology, etc.) 2. Poor 
adjustment, 48%. (Most were severe psy- 
chotics, 12 were on the chronic wards of state 
hospitals, the remaining half lived at home, 
5 of these had been lobotomized. No signifi- 
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cant level of maturity.) 3. Mediocre adjust- 
ment, 26%. (The majority of these had been 
hospitalized for brief periods of time, most 
lived with their parents and had their work 
as their only outside interest.) 

The VA Mental Hygiene Clinic(3) in 
Los Angeles had a stable staff during a study 
of changing concepts in therapy that fell into 
4 phases: 1. “Hostility is not enough.” The 
clinic staff worked primarily on the basis of 
the assumption that patients suffered severe 
deprivations and frustrations in the Army. 
Abreaction of these experiences were en- 
couraged with expression of their hostility 
and aggressive feelings. It was found that 
this orientation did not suffice, for patients 
might have the ability to express hostility 
but no capacity to channel it into appropriate 
and effective action. 2. “Love and affection 
is not enough.” The staff acted and saw them- 
selves as wise, benevolent, forgiving parents 
who were filled to overflowing with loving 
kindness and helpfulness. Patients were 
granted extra interviews, allowed to become 
dependent, and treated so well they often felt 
guilty. Staff found themselves becoming in- 
dispensable to patients, and the patients be- 
coming indispensable to the staff. 3. “Inter- 
pretation is not enough.” As the staff became 
more cohesive and able to talk a common 
language, interpretations were used as the 
primary tool for dealing with hostility, de- 
pendency, hate, rejection, frustration, family 
situations, and so on. 4. “Integration is not 
enough.” There is more to the ego than de- 
fense and more to ego strength than ability 
to handle crucial situations and to develop 
adequate mechanisms for defense. The ego 
has a coordinating integrative and synthetic 
function as well as a defensive function. The 
author believes the staff may come to an eco- 
logical stage when they will inquire more into 
the nature of societal meaning. 

A Well-Being Clinic at McGill University 
(4) developed out of a concern for 10 over- 
weight patients. To discussion of the aspects 
of obesity, lectures were added in adjustment 
to living. These were expanded to include 
health and charm courses and courses in 
understanding one’s self. Finally, mental 
health films and discussions of mental health 
mechanisms were included in the first hour, 
then the group divided into units of 20 under 


a group leader for a discussion period after- 
wards. It was felt that the Well-Being Clinic 
encouraged people to seek help for emotional 
problems where the health orientation was a 
positive rather than a negative one. The 
ordinary citizen found the clinic a place to 
“check-up” his mental health. 

Kramer(5) highlights the need for better 
reporting of statistics that will be useful to 
all mental hygiene clinics. Brown(6) de- 
scribes a traveling clinic in a rural com- 
munity in Utah. Efforts were directed toward 
training the people who would be responsible 
for the care of patients such as teachers, pub- 
lic health nurses, sheriffs, and citizens with 
a minimum of time devoted to the patients. 

Coleman(7) believes only a few persons 
with psychiatric problems in a community get 
into treatment in a psychiatric clinic. He 
sought to learn how social agencies identify 
psychiatric problems; what kind of help 
seems wanted and what help is actually 
given. One hundred and fifty-eight applicants 
to a psychiatric clinic in New Haven repre- 
senting 158 different families and 112 appli- 
cants to the New Haven Family Service, 
representing 99 different families, were stud- 
ied. Of the total of 270 applicants, 163 were 
accepted for further investigation and treat- 
ment. Two-thirds of these were from higher 
social groups than were the more than one- 
half of all cases closed at intake. There was 
no essential difference in the diagnostic 
groups of those accepted by the 2 agencies 
with a slightly higher incidence of psychosis 
at the clinic. 

Blair(8) reports on a 2-year follow-up of 
235 cases selected from about 3,226 cases. 
All had neuroses and were treated as out-pa- 
tients with brief psychotherapy. The average 
number of sessions per patient was 7. Forty 
percent were much improved, 32% were im- 
proved, and 15% were not improved. The 
remaining 13% was either untraced or had 
died. 

Family Care.—In spite of the generally re- 
ported difficulty in securing sufficient social 
workers to supervise patients in foster 
homes, that has served as the principal in- 
hibiting factor on the growth of family care 
everywhere, there continues to be a gradual 
expansion of the number of patients placed 
each year in family care. 
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Table 1 indicates that in 1957, there were 
8,824 patients in family care, as compared 
with 4,937 in 1951. 

Cumming(1) analyzed the development of 
foster home program in 32 NP VA Hospi- 
tals. From 185 psychotic patients placed in 
1951, the program has grown to 797 in 1955. 
Twenty percent of the patients placed were 
discharged from foster home care during the 
year. Seven percent more were transferred 
to trial visit and 17% of the patients were 
returned to the hospital and remained in the 
hospital. About 56% of the patients placed 
had been hospitalized from 1 to 9 years and 
32% had been hospitalized for 10 years and 
over. Only 10% of the group had been hos- 
pitalized less than a year. The article de- 
scribes the factors to be looked for in a 
foster home and in the patient best suited 
for placement. 

Bishop(2) considers the use of family care 
for the mentally handicapped as an alternate 
to life-time custodial care. It benefits the 
retarded patient and creates bed space for 
those who need admission to training schools 
and hospitals. Preplacement studies are rec- 
ommended for they reduce returns to the in- 
stitution. Family care also helps the com- 
munity to accept the demonstrated fact that 
the severely mentally handicapped can ad- 
just in homes. 

In personal communications to the author, 
the following additional information regard- 
ing family care, was worthy of note. Roberts 
(4) stated that in Ontario, foster homes have 


TABLE 1 


PATIENTS IN FAMILY CARE IN THE UNITED STATES 
AS OF JUNE 30, 1957 


Michigan 
California 
Illinois 
Pennsylvania 

V. A. Hospitals 
Ohio 


Massachusetts 
Rhode Island 
Connecticut 
Florida 
Virginia 


*As of December 31, 1956. 
t As of June 30, 1956. 


been used for chronic and convalescent pa- 
tients for many years. Other provinces in 
Canada have made little use of this type of 
care. Provision for payment of board for 
family care patients has been made also in 
Saskatchewan and in Manitoba. In Mani-. 
toba, foster care homes are largely used for 
the care of mental defectives. The board 
may be paid to the families of patients who 
are experiencing financial hardship. In New- 
foundland and British Columbia, Depart- 
ments of Public Welfare finance boarding 
home care. As statistics are not available for 
Canada, it is interesting to note that at the 
end of the calendar year 1955, the one prov- 
ince, Ontario, had 794 patients in approved 
foster care homes. 

Benbow(4) from the Florida State Hospi- 
tal, calls attention to the problem of the state 
hospital that serves patients who come from 
as far away as 750 miles. They found it im- 
portant to limit the family care homes’ dis- 
tance from the hospital to a radius of 50 
miles. 

DeWitt(5) notes that nearly one-third of 
patients placed in foster home care in Mary- 
land were discharged during the year. 
Twenty case workers are assigned to the 
program, each with an average case load of 
30.6 patients. 

Chamberlain(6) indicates that the purpose 
of family care in Ohio is to provide a bridge 
between the mental institutions and com- 
munity living, where support by the patient’s 
family does not exist, or the family situation 
is not conducive to the ultimate recovery of 
the patient. 

Crutcher(7) indicates in New York State, 
203 patients out of 1,445 patients in family 
care from the state hospitals, were placed on 
convalescent care and out of 887 patients 
placed from the schools for the mentally de- 
fectives, 27 patients went on convalescent 
care. This source of exit from the hospital 
has been used particularly in the placement 
of the aging who have responded to the in- 
tensive treatment program, and for patients 
whose illness has been of long duration, who 
have responded to the newer drug therapies. 

Foster home care serves as a supportive 
environment for them while they learn to 
adjust to life and to gain the necessary con- 
fidence to find work or to make other plans 
in keeping with their capacities. The advent 
of pressure for more “open hospitals” has 
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increased the pressure on social workers to 
find homes and make more placements. Here, 
as everywhere else, the insufficient number 
of social workers holds back the develop- 
ment of the program. 

A survey indicates that it is easier for a 
patient to go on convalescent care from 
family care than for him to leave the hospi- 
tal directly, unless his illness has been of rea- 
sonably short duration, and unless he has a 
family who will readily accept him. 

Wilsnack(8). A survey was conducted by 
the Bureau of Social Work of California 
in the 10 months’ period from July, 1956, 
through April of 1957, of patients in “Half 
Way Houses in Family Care.” There were 
87 such patients, 19% of all patients placed 
in family care in the region during that pe- 
riod. Forty-one, nearly half, had moved on 
to another living plan within six months of 
the date of placement. Thirty-one patients 
secured employment within one month of 
placement and 27 more within the next two 
months. The other half of the patients still 
remained in placement at the end of the 10 
months’ study period. 

The Family Care Committee in California 
also studied the use of group approaches 
within the hospital for orientation and prepa- 
ration of patients for family care placement. 
There were 9 such study groups directly con- 
cerned with family care and 41 others in 
which family care was not the primary focus 
but during which consideration came actively 
into play. 

The tendency of patients in the group was 
to reveal their negative attitudes toward 
family care and express concern about un- 
known factors such as rules, restrictions, 
clothing, expense money, board and care, 
jobs, etc. They felt that the group method 
was useful in overcoming the negativistic 
attitudes and in preparing patients for family 
care. Another stimulus to the growth of the 
program in California was a recognition by 
the Legislature of the increasing costs of 
maintaining patients in the community to 
caretakers, with the maximum amount now 
provided of $100 a month for board and 
room for patients in family care. 
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FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D.,1 ano WILLIAM J. T. CODY, M. D.? 


Current articles and books reflect an in- 
creasing awareness of the Durham Rule and 
its implications, both social and psychiatric. 
Mr. Justice William O. Douglas(1) in a 
paper on “Law and Psychiatry” reviews 
briefly the M’Naghten Rules and the Durham 
decision and finds the latter praiseworthy. 
Fortas(2) likewise finds much that is com- 
mendable in the decision. However, the gen- 
eral resistance of the courts continues ; in at 
least 6 jurisdictions the formulation has been 
rejected without considering the merits(3). 
Maryland has indicated that it has no desire 
to join the Courts of New Hampshire and 
the District of Columbia in their “magnifi- 
cent isolation of rebellion against M’Nagh- 
ten”(4). Wright(5) reaffirms the use of 
the M’Naghten rules and the irresistible im- 
pulse test in Connecticut. A recent Canadian 
decision(6) answers somewhat ambiguously 
the question “Can a physical disease (cere- 
bral arteriosclerosis) be regarded as a dis- 
ease of the mind?” Snyder(7) contributes 
a stimulating article, “Who is Wrong About 
the M’Naghten Rules and Who Cares?”, 
an article which raises far more questions 
than it answers, including some comments 
about why, in the first place, a mentally ill 
person should not be held responsible for a 
criminal action. 

In Massachusetts, Cohen, Sears and Ewalt 
(8), in their observations on the Chapin 
Case, recommend that more positive dynamic 
reports be submitted under the provisions 
of the Briggs Law rather than negative re- 
ports which discuss only the absence of cer- 
tain signs and symptoms. Another source(9) 
in writing about a different facet of the 
Briggs Law recommends that pre-trial psy- 
chiatric examinations be made available to 
the defense, even if the report indicates that 
there is no evidence of mental disease. Mon- 
signor Hayes(10) discusses the problems of 
the Catholic Ecclesiastical Courts in deter- 
mining pleas for nullity of marriage on the 
grounds of insanity. Hiltman(11) discusses 
psychological techniques for determining the 
reliability of children’s evidence, especially 


1 St. Elizabeths Hosp., Wash., D. C. 
2VA Hosp., West Havca, Conn. 


in cases of indecent assault, giving numer- 
ous references to the literature. 

Zilboorg(12) traces the historical aspects 
of applications of psychoanalysis to forensic 
psychiatry and pays tribute to Alexander and 
Staub and to William A. White for their 
pioneer work in this field. Haines(13) dis- 
cusses the work of the Cook County Crimi- 
nal Court Behavior Clinic and stresses the 
difficulties experienced by psychiatrists in 
testifying under the M’Naghten rules. A 
good presentation to laymen of the rationale 
of clinical psychological testing is presented 
by Blumenkrantz(14), who is careful to 
translate in lay and legal language each tech- 
nical term as it is introduced. He further 
suggests that qualified professional psycholo- 
gists should be accepted as expert witnesses 
on diagnostic problems involving brain dam- 
age. Davidson(15) and Stearns(16) discuss 
the psychiatrist and the court, the former 
emphasizing the psychiatric study and re- 
port, and the latter describing some personal 
qualifications of the testifying medical wit- 
ness. Anton(17) presents a consideration 
of the forensic aspects of latent epilepsy, 
stressing the importance of EEG examina- 
tions in cases showing disturbances of con- 
sciousness. 

The problem of the “sexual psychopath” 
continues to preoccupy all those who come 
into contact with it. Johnson and Robin- 
son(18) describe clearly their views on the 
causes, treatment and prevention of this dis- 
order. A review of the Nebraska Sexual 
Psychopath Statute(1g) by D. Caporale and 
D. F. Hamann criticizes the lack of effec- 
tive treatment programs for these offenders. 
Rapaport and Lieberman(20) review the 
California definition of a sexual psychopath 
and in another article with Siegel, Lieber- 
man describes the program for sexual psy- 
chopaths at the Mendocino State Hospital ; 
there, emphasis is placed on group psycho- 
therapy with occupational and recreational 
therapy as adjuncts. Preliminary studies by 
Lieberman and Siegel appear to indicate a 
low percentage of recidivism(21). E. F. 
Hammer and Bernard Glueck, Jr.(22) dis- 
cuss psychodynamic factors in sex offenders 
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and offer a four-factor theory. In another 
article(23) Glueck discusses the dynamics 
and the etiology of the personality of the 
homosexual offender and offers some com- 
ments on the validity of some of the present 
day statutes. Gibbens(24) presents a statis- 
tical study of the sexual development and 
history of 200 Borstal lads. Of significant 
interest is the Wolfenden Report of Sep- 
tember 1957, a well written and tightly rea- 
soned report on the subjects of homosexual 
offenses and prostitution in England. Sev- 
eral specific recommendations are made for 
changes in the Criminal Code, for example, 
that homosexual behavior between consent- 
ing adults in private be no longer a criminal 
offense(25). Golding(26) states that nar- 
coanalysis is generally accepted by courts 
in “insanity” cases and that the long-term 
use of this technique in any one case is 
preferable to only one or two interviews; 
narcoanalysis may be accepted by some 
courts in the area of credibility and charac- 
ter evidence. Burgee(27) in discussing 
chemical tests for alcoholic intoxication 
points out that the blood alcohol concentra- 
tion alone is not an accurate determinant of 
intoxication ; one must also consider the time 
in which the blood alcohol concentration was 
reached and the length of time it has been 
maintained. The problems of the courts in 
dealing with artificial insemination are dis- 
cussed by Foster(28) and a recent sym- 
posium(29) discusses the medical and legal 
aspects of artificial insemination, as well as 
some psychological and psychiatric evalua- 
tions of the concept. 

A recent symposium on juvenile delin- 
quency(30) features a section by Adelaide 
Johnson, who particularly calls attention to 
the causation of juvenile delinquency, com- 
menting on the unconscious initiation and 
fostering of antisocial attitudes in the child 
by one or both parents. Melitta Schmide- 
berg contributes a note on delinquent acts 
seen as perversions and fetishes. She stresses 
the importance of first making contact with 
the patient and obtaining some stability in 
the therapeutic relationship, before analyz- 
ing the transference, especially in its nega- 
tive aspects(31). Wertham(32) in his book 
The Circle of Guilt has studied intensively 
those aspects of juvenile delinquency which 


were illustrated in the Santana Case in New 
York. The same author in an article on psy- 
chiatry and censorship(33) directs attention 
to the tremendous increase in mass media 
and its effect upon our children. He con- 
siders that this material has produced a new 
psychological situation in which not only sex 
but an endless saturating stream of violence, 
crime, brutality, torture and sadism is poured 
upon the child. He emphasizes that the child 
must be protected from such stimuli, but 
that freedom in these media should still be 
maintained. He adds wryly that obvious 
pornography is a matter which does not 
need the psychiatrist for its handling. 

In an article of international scope, Lopez- 
Rey(34) describes the first UN Congress 
on the prevention of crime and the treatment 
of offenders. The four main topics of dis- 
cussion at this meeting, held in Switzerland 
in 1955, were Standard Minimal Rules for 
the Treatment of Prisoners, Selection and 
Training of Personnel, Open Institutions, 
and Prison Labor. Prevention of juvenile 
delinquency was also discussed. In another 
article Hunt and Forstenzer(35) write of 
the New York State Community Mental 
Health Services Act, its birth and early de- 
velopment. They discuss the origins and 
principles of an “attempt” to establish a 
comprehensive community mental health pro- 
gram for an entire state. This same pro- 
gram in its more functional and operational 
aspects is described by Lemkau(36) who 
stresses the fact of official and legal recog- 
nition that mental health is a public health 
problem, and a community-wide responsi- 
bility. Wittson and Dorner(37) describe the 
training and research facilities of the Ne- 
braska Psychiatric Institute and the interest- 
ing program at the Federal Youth Cor- 
rection Center at Ashland, Kentucky, is 
described by Galvin(38). 

Overholser(39) writes to law students of 
the problems confronting psychiatry and the 
law, and elsewhere(40) reviews progress in 
forensic psychiatry. Two recent books are 
somewhat in contrast: Reinhardt in “Sex 
Perversions and Sex Crimes,” a monograph 
in the Police Science Series, presents his 
material in a rather sensational fashion( 41) 
whereas in the book Sex Offenses, a report 
of the Cambridge (England) Department 
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of Criminal Science, a very scholarly study 
of sex offenders is found, including a review 
of the existing codes(42). A classic text in 
forensic psychiatry has been revised and 
updated and we welcome the appearance of 
a new edition of The Criminal, The Judge, 
and The Public by Alexander and Staub 
(43). Two modest but interesting journals 
have made their appearance this year. The 
Association for the Psychiatric Treatment 
of Offenders, Incorporated, APTO Jour- 
nal(44) (9 East 97th Street, New York), 
published its first issue in February of 1957, 
with articles by Schmideberg and others, 
while the Mental Health Court Digest(45) 
(1860 Broadway, New York 23, N. Y.) be- 
gan publication in July. 

Many laws were passed by the legislatures 
of the various states in the past year. The 
State of Maine(46) passed an act creating 
an Interstate Compact; Iowa(47) has es- 
tablished a mental health research fund of 
$75,000.00. Brown(48) urges revision of 
West Virginia’s severe habitual criminal law. 
Florida passed an act(49) providing for the 
commitment to the State Hospital of chil- 
dren between the ages of 12 and 15. The 
State of Tennessee(50) has appointed a 
committee “to ascertain, study and analyze 
all facts and report whether any conflict or 
overlapping has been occurring between the 
practice of medicine and surgery and the 
practice of psychology to the detriment of 
persons suffering from physical and mental 
ailments.” Changes in terminology and defi- 
nition continue to occur, and Connecticut 
recently defined a mentally ill person as a 
“person afflicted by mental disease to such 
an extent that he requires care and treat- 
ment for his own welfare, or the welfare of 
others, or of the community”’(51). The 
Royal Commission on the Law Relating to 
Mental Illness and Mental Deficiency recom- 
mended that the term “person of unsound 
mind” no longer be used; the term “mental 
illness” was offered as the recommended sub- 
stitute(52). The State of South Dakota(53) 
went one step further and passed an act pro- 
viding that the words “insane” and “in- 
sanity” shall be eliminated from Titles 13 
and 30 of the South Dakota Code, and the 
words “mentally ill” and “mental illness” 
substituted. Again in reference to the Royal 


Commission’s recommendations(52) it was 
suggested that every effort be made to per- 
suade patients and their relatives to agree to 
hospital care without compulsion and _ that 
liberalization and relaxation of the former 
very strict procedures for commitment were 
desirable goals. 
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ADMINISTRATIVE PSYCHIATRY 
J. MARTIN MYERS, M.D.," ano LAUREN H. SMITH, M. 


The preoccupation of American psychi- 
atrists with social environment has been 
pointed out by Whitehorn(1). This special 
emphasis on improving the social milieu of 
the mental hospital ward and making better 
use of the personnel for basic therapeutic 
purposes has been of vital concern to ad- 
ministrative psychiatrists. From the social 
environmental viewpoint Sivadon describes 
three things the psychiatric hospital ought to 
be able to do: first, offer the new patient liv- 
ing conditions suited to his present level of 
functioning ; secondly, obtain those circum- 
stances which permit him to establish satis- 
factory relationships with his physical and 
social environment ; and thirdly, furnish op- 
portunity for and means of developing to- 
ward social behavior more and more ap- 
proximating the normal(2). 

In a sociological study of the organization 
and relationship of personnel and patients in 
a large state hospital, Belknap finds that the 
hospital has two essentially unrelated func- 
tions, the one of treating the mentally ill and 
the other of serving as a “more efficient poor 
farm.” He recommends the large hospitals 
be abandoned for small ones integrated into 
the community and that the ward attendant 
be a college graduate with special training 
(3). In another large 2400 bed hospital it 
was found that the time spent by the profes- 
sional personnel with an individual patient 
averaged from II to 39 minutes per week 
and with a group of patients from 2.8 to 7.1 
hours per week(4). A pattern of intergroup 
communication with poor exchange of in- 
formation left the physician more or less 
an outsider, according to Mishler and 
Trapp(5). 

Four types of institutional structure are 
described by Henry, and two—the simple 
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undifferentiated and multiple differentiated— 
are compared in regard to the patient, physi- 
cal plant, task performed, worker person- 
ality, and director(6). The role of the ad- 
ministrator in an institution where aggres- 
sive boys are treated is delineated by Bloch 
and Selber(7). 

The measurement of critical attitudes to- 
ward the hospital held by various groups in 
the hospital and community are reported 
from the Norfolk (Nebraska) State Hos- 
pital(8). 

The open door policy of British psychiatric 
hospitals is having continuing impact in this 
country. A group of six New York state 
hospital directors report fully on their over- 
all observations during a month’s visit to 
British hospitals in the September issue of 
Mental Hospitals(g) ; while a more detailed 
description of five of the hospitals (Belmont, 
Warlingham Park, Champion House, Cas- 
sel, and Marlborough Day Hospital) is made 
by Briggs and Stearns(10). The Rapaports 
studied the handling of authority at Max- 
well Jones’ Social Rehabilitation Unit of the 
Belmont Hospitalf11). The unlocking of 
doors created few problems with the para- 
noid or manic patient and most with the de- 
teriorated schizophrenic, but Hurst wonders 
if some of the problems of the latter group 
may not have been caused by the removal of 
contact with the outer world in the first 
place(12). Other reports on the experiences 
of opening psychiatric wards are by Wilmer 
at the Oakland Naval Hospital(13), Mac- 
Donald and Daniels at the Colorado Psycho- 
pathic Hospital(14), Rundle and Briggs at 
a naval hospital(15), and Still at a mental 
hospital in Barbados(16). The factors in- 
volved in the establishment of a therapeutic 
community which utilizes milieu therapy or 
the “conscious use of aspects of the patients’ 
environment for treatment” are physical 
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amenities, “emotional climate,” specific atti- 
tudes toward the nature of the psychiatric 
disorder and its treatment, modes of be- 
havior in specific recurring situations, and 
formal social organization amongst staff 
members, according to Koltes and Jones 
(17). 

Kalinowsky reported on the basis of nu- 
merous visits to psychiatric facilities abroad 
that the admission and discharge rates are 
extremely high there, in part at least because 
of different public attitudes toward the men- 
tally ill(18). Although Kalinowsky noted 
no shortage of well trained psychiatrists in 
the British hospitals, a recent appeal by 
Strauss points out that increasing public ac- 
ceptance of the mental hospital (and its large 
outpatient department) has increased the 
demand for staff(19). In Scotland the num- 
ber of admissions per thousand population 
has more than doubled since 1942 without 
any increase in bed capacity, according to 
Rodger(20). In a report from Norway, 
Odegard describes hospital psychiatry there 
and mentions the need for more beds(21). 

In Holland’s psychiatric hospitals fewer 
security measures with more open courts and 
gardens were found by Lebensohn(22). 
Guttersen noted that the buildings there are 
smaller with patients housed in smaller 
groups(23). 

Designing a psychiatric ward to empha- 
size “‘sociopetality which encourages, fosters, 
or even enforces the development of stable 
interpersonal relationships such as found in 
small face to face groups” is described by 
Osmond (24) and executed architecturally in 
the Saskatchewan Plan for small regional 
hospitals with buildings holding 32 patients, 
by Izumi(25). 

The tremendous growth of psychiatric fa- 
cilities in general hospitals is statistically re- 
viewed by Bush(26) ; while a book published 
by Bennett and coworkers gives much valu- 
able practical information about the practice 
of psychiatry in general hospitals with an 
emphasis on the administrative aspects(27). 
From Montreal is reported the functioning 
of a Night Treatment Unit(28) and Well- 
Being Clinic(29). The latter functions as a 
screening center, finding potential psychiatric 
patients in the community. The development 
and operation of the New York State Com- 


munity Mental Health Services Act are de- 
scribed by Hunt(30) and Lemkau(31). 

Out of 1,281 patients admitted to the Neth- 
erne Hospital in England in 1949, 61 still in 
hospital 5 years later were studied carefully 
and a recommendation for more After-Care 
Houses or hostels made(32). A study of 
the chronic hospital patient was made at 
Warren (Pa.) State Hospital(33), Malz- 
burg has continued his valuable cohort stud- 
ies from the New York state system with re- 
ports on alcoholic psychoses and psychoses 
with cerebral arteriosclerosis(34) and senile 
psychoses and involutional psychoses(35). 
Senile patients have been furloughed to pri- 
vate nursing homes in Texas(36) and sent 
to a new state-run nursing home type of 
facility in Massachusetts (37). 

The chairman, sub-committee on education 
and training, Committee on Certification of 
Mental Hospital Administrators, empha- 
sizes the growing need for special training 
by those who work in psychiatric adminis- 
trative positions, states the salient points in 
good mental hospital administration, and de- 
scribes several of the training courses estab- 
lished to provide this training(38). Ewalt 
has written a small book which covers many 
aspects of psychiatric administration(39), 
and the series on mental hospital administra- 
tion appearing in Mental Hospitals, March 
1956, to June 1957, has been published in 
book form(40). Good management princi- 
ples and skills which are of vital use to the 
administrative psychiatrists are sketched out 
by Duval(41). 
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Major interest has centered in evaluation 
of treatment programs, testing and selection 
procedures, and the operation of therapeutic 
communities in military hospitals. 

Three references to articles on military 
psychiatry in foreign journals were found 
in the current List of Medical Literature of 
the National Library of Medicine. The sub- 
jects were: “Psychiatry and the Military 
Examination” (1); “Development of Mili- 
tary Psychiatry in England” (2) ; and “Prob- 
lems and Status of Psychiatric Service in 
the Modern Army” (3). 

An appraisal of five years of preventative 
psychiatric effort in the Army was made by 
Drs. Allerton and Peterson(4). They found 
a declining psychiatric incidence rate due to 
disabling psychiatric illness which they at- 
tribute to the operation of the Mental Hy- 
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giene Consultation Service program. They 
point out that the importance of outpatient 
psychiatric treatment was recognized during 
World Wars I and II and in the Korean con- 
flict, but that the program was difficult to 
maintain in past periods of peace. They urge 
that every effort be made to insure the con- 
tinuance of the program. 

Glass and Ryan(5) and associates, using 
505 basic trainees as a sampling, studied the 
relationship between certain factors such as 
early environment, pre-service adjustment, 
psychopathology, intelligence, interview be- 
havior, and the individuality of the psychia- 
trist in the prediction of military perform- 
ance as compared with subsequent actual per- 
formance. They found that the background 
data only mildly related to the level of per- 
formance. Past performance was more sig- 
nificantly related, but a majority of those 
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with poor past performance rendered satis- 
factory service. There was little relationship 
between potential neuroses or behavior dis- 
orders and effective service. Limited intelli- 
gence did not preclude satisfactory military 
service. Favorable impressions during inter- 
views which differed from the content were 
substantiated by later effective performance. 
Variations in the predictions of different psy- 
chiatrists were found to be due to matters of 
personality, training and experience. 

Briskin and Stennis(6) became aware of 
the discrepancy between diagnostic state- 
ments from the MMPI and the final diag- 
nosis determined by joint staff efforts. The 
profiles consistently indicated that the pa- 
tients were far sicker than they appeared 
either clinically or by other psychologic in- 
struments. This discrepancy appeared to be 
the result of a difference between the popula- 
tion at this army post and the population on 
which the test was standardized. They de- 
scribe a method by which local norms were 
established. Following the establishment of 
these norms, two judges using the revalidated 
tests were able to predict with significant ac- 
curacy the final psychiatric diagnosis. When 
these same judges attempted to predict the 
final diagnosis using the standard MMPI 
profiles, efforts were on a purely chance basis. 
They maintain that the predictability of the 
MMPI can be improved if the test is specifi- 
cally revalidated for the particular population 
with which it is being used. 

Canter and Canter(7) studied the effec- 
tiveness of adjustment to structured military 
situations by various types of individuals. 
They used three test groups: delinquent 
group, psychiatric patient group, and the ad- 
justed group. The purpose was to determine 
the possible relationship between authori- 
tarian attitudes and adjustment to the mili- 
tary situation. The California F Scale scores 
were obtained on delinquent soldiers, psy- 
chiatric patients and a group of adequately 
functioning soldiers. Mean scores were sig- 
nificant for all groups. The patient group 
scored the highest, the delinquent group the 
lowest, and the adjusted group in between. 
These results are discussed in relationship 
of attitudes of compliance and acquiescence 
to such adjustments. It is their idea that this 
might suggest a possible line of investigation 


for military selection. There is some question 
as to whether the authoritarian attitude was 
present in the various individuals before en- 
try into the service or developed afterward, 
or whether the authoritarian attitude was due 
to more basic and unidentified personality 
factors, which do not appear until military 
experience mobilizes a particular form of 
adjustment. 

Domanski(8) reports on the study of 
eosinopenia as a means of providing qualita- 
tive evidence of the presence of any emo- 
tional stress response in otherwise healthy 
individuals. The eosinophil count has been 
used to provide information concerning dif- 
ferences in response to a given stress and 
the relative severity of the particular in- 
flight stress or stress complex. 

Phillips(g) contends that many of the 
manifestations of anxiety are such as to in- 
crease the real hazards of flying. No screen- 
ing methods have been developed which 
eliminate those who may fail under condi- 
tions of stress occurring in flight training. 
Until such time as improved psychologic de- 
vices to determine the student’s tendencies to 
anxiety and reveal his ability to utilize de- 
fenses against anxiety which are not in them- 
selves hazardous become available, he be- 
lieves only close contact with instructors and 
students can identify the candidates whose 
systems make them poor risks for aviation 
careers. 

Balke, Wells and Clark(10) investigated 
the possibility that hyperventilation might be 
a possible factor contributing to accidents 
otherwise not explainable at the time. An 
experiment was devised by which it was 
shown that progressive hypocapnia caused by 
hyperventilation gradually impaired psycho- 
motor performance. Sampling in flight done 
in three phases of jet aircraft training veri- 
fied the existence of inflight hyperventilation. 
It was their conclusion that instances of in- 
flight hyperventilation become more fre- 
quent with increased capabilities of high per- 
formance aircraft flown. 

Since psychiatric patients often present 
management problems in flight, and if they 
become assaultive are a potential source of 
danger to other occupants of aircraft, the 
flight nurse frequently wonders whether cer- 
tain patients should be resedated and at what 
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stage. A study(11) was made by sedating 
alternate patients with amobarbital sodium 
0.4 gm. by mouth and phenobarbital sodium 
0.3 gm. in glycerin intravenously. Of 1,219 
questionnaires sent out, complete medical 
records were returned on 625. Of these, 329 
pertained to patients who received amobarbi- 
tal and 296 of those who received phenobar- 
bital. The duration of flight for 460 patients 
was 8 to 12 hours, for 152 it was 4 to 6 hours, 
and for 14 about 2 hours. They found that 
there was statistically no significant differ- 
ence between the sedative effect of the two 
medications. In the two combined groups 
only 2.6 posed serious management problems 
and only 1% were assaultive or suicidal. The 
percentage of patients presenting serious 
nursing problems increased with duration of 
the flight. They recommended that resedation 
should be seriously considered on any long 
flight for a patient with a history of assault- 
iveness. This should be administered three 
to four hours after the initial medication was 
given and in the instance of well hydrated 
patients the dosage may be repeated in 2} 
hours. Caution is necessary where dehy- 
drated patients are involved since the ob- 
servable effect may be delayed and therefore 
overwhelming in degree. 

Rundle and Briggs(12) describe the or- 
ganization of a therapeutic community and 
some of the many problems encountered in 
the initial phases. 

Briggs and Stearns(13) describe their ob- 
servations in 5 selected English hospitals in 
which therapeutic communities were operat- 
ing. They describe the methods of operation 
in each one of the institutions. They were 
impressed by the success of treatment in a 
relatively short time of four to six months 
for chronic character and behavior disorders. 
It was their impression that this resulted 
from the fact that each patient has in a sense 
many therapists and he, too, becomes a thera- 
pist. They quote Dr. Maxwell Jones as stat- 
ing that “the important fact is that the patient 
is living in a milieu which is consistently 
therapeutic and treatment is like being put 
in a pressure cooker to get the patient well 
done in a hurry.” 

Stearns(14) describes the operation of a 
therapeutic community from the nursing 
standpoint. She emphasizes the fact that the 


objective is to work with the patient rather 
that providing for the patient. In this situa- 
tion the nurse gives up the strictly authori- 
tarian role and works along with the patients 
and other staff members providing a thera- 
peutic community atmosphere. Greater rec- 
ognition is given each patient’s need to be- 
come a member of the ward community. 

Rundle and Briggs(15) in their operation 
of a therapeutic community in a hospital 
found the principal problems encountered 
were those related to the necessity of dealing 
by means of legal action with individuals 
who committed asocial or antisocial acts in 
order that the welfare of the community 
might be preserved. For the most part these 
matters were handled successfully in the 
group. Passive dependent attitudes of the 
members were treated as resistance to treat- 
ment. The participation of the staff commit- 
tee still remains unsettled. Some of the staff 
felt insecure in the relaxation of the former 
controls and were only slowly able to adapt 
to their new roles. 
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A review of progress in the field of psy- 
chiatric education during 1957 demonstrates 
the continued trend toward broad and dy- 
namic planning and experimentation. Psy- 
chiatric educators continue to realize the need 
of contributing toward the training of work- 
ers in allied fields as well as within the medi- 
cal profession. Bartemeier(1) underlines the 
need for cooperation of physicians in other 
fields and in overcoming “some of the strong 
feelings of opposition to the concepts and 
techniques of dynamic psychiatry.” He em- 
phasizes the need for psychiatrists to learn 
to communicate with their medical colleagues 
in a language that can be understood. 

New work continues to appear in psychi- 
atric and psychological test techniques in the 
selection of medical students. Harrower(2) 
wisely points out that psychological tests, in- 
cluding I.Q. and projective procedures, 
should rightfully be used to screen candidates 
into appropriate counselling channels and not 
out of a medical school berth. She points in 
particular to the inability of these tests to 
predict academic success or failure. One 
comprehensive review of the different “‘pre- 
dictor variables employed in research in the 
selection of medical students” appeared(3). 
It points out that the medical school success 
criterion against which selection techniques 
have been evaluated is grades alone. The 
limitations of this criterion are all too obvi- 
ous. These authors believe, however, that 
psychological tests, particularly in combina- 
tion, do a “more efficient job of predicting 
medical school success than is generally sup- 
posed.” They are particularly interested in 
the Rorschach, individual and group, and the 
M.M.P.I. A Canadian study of success in 
nurses’ training has indicated the value of 
certain Wechsler-Bellevue and Rorschach in- 
dices(4). 

The tremendous difficulties in picking who 
is going to become a “good doctor” are dra- 
matically illustrated in a recent survey of 88 
general practitioners made by researchers 
from the University of North Carolina in a 
study sponsored by the Rockefeller Founda- 
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tion(5). Setting up certain criteria for rating 
a doctor’s clinical skill, the researchers com- 
pared these ratings with his medical school 
admissions records, the Medical Aptitude 
Test scores, medical school grades, length 
and quality of post-medical school training, 
and many other supposedly pertinent factors. 
There was a discouraging lack of correlation 
between any of these factors and their rat- 
ings of the doctor’s capabilities in practice. 
The researchers believe that this can only be 
explained in terms of “the individual’s in- 
terest in medicine.” Numerous strong moti- 
vating factors behind such an interest seem 
paramount in any selection process and yet 
these are tremendously difficult to estimate 
by the techniques of psychiatric interviewing 
or projective testing. 

Undergraduate Medical Education.— 
Again the literature is filled with new studies 
on closer integration of psychiatric concepts 
with the general medical curriculum, but it 
is difficult to ascertain the extent to which 
this has been effective. At least one promi- 
nent authority has not been much impressed 
by the progress(6). “Country-wide there are 
all too few schools making any real attempt 
at a multi-disciplinary approach to the prob- 
lem of illness. Real integration between psy- 
chiatry and such departments as surgery, 
obstetrics, and pathology is minimal.” One 
of the most sensible leads is reported from 
Beth Israel Hospital in Boston where a 13- 
hour per week, 10-week course has been set 
up in various aspects of personality develop- 
ment and dynamic psychiatry for the sur- 
geons and internists responsible for teaching 
physical diagnosis to second-year medical 
students at Harvard Medical School(7). A 
preliminary evaluation of results suggests 
that instructors are more likely to introduce 
personality factors into their teaching, and 
that they seem more aware of the student’s 
feelings, particularly in his first contact with 
a patient and concerning his low position in 
the hospital hierarchy. A combined effort of 
the departments of pediatrics, obstetrics, pre- 
ventive medicine and psychiatry at Boston 
University, in the area of early growth and 
development, seems significant(8). Fourth- 
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year students spend part of a 4-month pe- 
riod on the “ecology ward.” Each student is 
assigned a patient from the prenatal clinic, is 
present at the delivery and then follows the 
mother, child and family during this early 
developmental period. Integrated teaching is 
focused around this experience. At the Uni- 
versity of North Carolina an attempt is being 
made to integrate psychiatric and basic sci- 
ence teaching, stressing also the importance 
of psychological and social factors. This plan 
has facilitated communication between the 
departments of psychiatry and biochemistry, 
physiology and pharmacology (9). 

Two interesting reports on stimulating re- 
search interests in medical students have ap- 
peared. Bayles and Goldstone(10) report on 
the use of a library or laboratory research 
project in psychiatry as part of an elective 
during the freshman year. A similar device 
has been used at Western Reserve Univer- 
sity(11). The importance of such efforts in 
attracting future medical scientists with a 
research bent in psychiatry seems important. 

Mathews and Watkins(12) report on the 
“Resistances Encountered in Teaching Psy- 
chiatry in the Freshman and Sophomore 
Years.” They list the following points: 1. 
Lack of preparation of the pre-medical stu- 
dent for medical psychiatry. Classic under- 
graduate courses in psychology may actually 
lead to the student rejecting medically struc- 
tured psychological teaching. 2. Lack of iden- 
tification with a psychiatrist prior to coming 
to medical school. Identification, if any, is 
usually with a general practitioner, internist 
or surgeon. 3. Heavy weighting of the pre- 
medical curriculum toward the physical sci- 
ences. 4. The subject-matter presented in the 
first two years of medical school may en- 
gender anxiety in the student, before he can 
conquer this anxiety by actually working 
with patients and their families. Often pre- 
senting material without patients leads to 
anxiety and resistance. Houston and Allen 
(13) suggest assigning to each 2nd year 
student a psychiatric outpatient with whom 
he works in weekly sessions. This procedure 
during the sophomore year helps to counter- 
act some of the resistances mentioned by 
Mathews and Watkins. At the University 
of Pennsylvania Medical School fourth-year 
students meet one hour per week for 18 


weeks in groups of 10 along with 3 or 4 
faculty members. The object is better under- 
standing of themselves through experiencing 
and examining their reactions to one another 
and to the group leaders(14). The teaching 
experience at Temple University suggests 
that “indoctrination of medical students to 
general psychiatric concepts could probably 
be done more effectively and meet with less 
resistance if the teaching is first oriented 
around the child, his emotional development 
and difficulties rather than teaching with an 
adult psychiatry orientation”(15). 

In an experiment at Duke University (16) 
the psychiatric social worker, in working 
with fourth-year medical students in an 
O.P.D., seems to be able to help the students 
express their feelings, often hostile and anx- 
ious, concerning psychiatry and the psychi- 
atric approach in general. Often this can be 
more easily discussed with the social worker 
than with the psychiatrist, and may aid the 
students to work through some of their re- 
sistances to psychiatry. The other report in- 
dicates the usefulness of clinical psycholo- 
gists in broadening the psychiatric education 
of the general physician. During 1955, 346 
psychologists were known to hold appoint- 
ments on medical school staffs in the United 
States(17). 

Criticism of our present system of intern- 
ships continues. It ranges from the advoca- 
tion of complete abolition to suggestions that 
the internship become part of the fourth year 
of medical school. Less extreme proposals 
suggest that all rotating or, on the other hand, 
all straight internships be abolished, or that 
internships be abolished in teaching hospitals. 
However, a recent statement of the Associa- 
tion of American Medical Colleges opposes 
any attempt to regiment the form of the in- 
ternship. This statement points out the pri- 
macy of the needs of the individual gradu- 
ates, as well as of the individual hospitals, in 
determining the type and form of internship 
offered (18). 

Residency Training.—There were 2,166 
psychiatric residents in training for the year 
1956-1957 as compared with 1,950 for the 
preceding year. This represents 73% of resi- 
dencies in psychiatry filled(19). Only 26.5% 
of state hospital centers offered 3-year train- 
ing, compared with 81.5% of university-affili- 
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ated centers(20). One-third of all residents 
were in state hospital training, and made up 
almost one-fourth of all state hospital physi- 
cians. Foreign trained physicians comprised 
the majority of all residents in state hospi- 
tals (33.5% of all psychiatric residents in 
training ). This proportion of foreign trained 
physicians in psychiatric residency is not 
markedly out of line with their number in 
residency training in other specialties(20). 
During the year there was an increase of 
12% in the number of foreign medical school 
graduates training in all specialties in the 
United States(19). The shortage of gradu- 
ates of American medical schools who seem 
willing to go into psychiatry continues. This 
is certainly one of the reasons for the large 
number of foreign residents in our psychi- 
atric training programs. In many ways these 
students have enriched our training institu- 
tions and have brought new ideas to Ameri- 
can students and teachers. They have also 
brought certain problems, a careful evalua- 
tion of which is very much needed. We also 
need to evaluate how well we may be meeting 
the foreign resident’s needs in preparing him 
for the practice of psychiatry in his own 
country. 

In a recent study completed by the Na- 
tional Opinion Research Center of the Uni- 
versity of Chicago(21) for the Surgeon Gen- 
eral’s office, 1,114 students in 44 medical 
schools were queried, “If you were to spe- 
cialize in your practice, what field of speciali- 
zation do you think you would prefer most ?” 
Results were as follows : 30%, internal medi- 
cine, 22%, surgery, 10%, pediatrics, 10%, 
obstetrics and gynecology, and 8% psychia- 
try and/or neurology. There are some in- 
teresting suggestions that if we were to train 
more women physicians we might expect a 
higher proportion of medical school gradu- 
ates going into psychiatry. A survey of 
women physicians graduating from medical 
school between 1925 and 1940 indicates that 
13.6% specialized in psychiatry or psychia- 
try and neurology. Among specialties for 
women our field was second only to pediat- 
rics (17.5%) (22). A control group of men 
graduating during the same period indicated 
only 3.4% were in psychiatry or combined 
psychiatry and neurology. Thus during this 
period about four times as many women as 


men had gone into the mental health field. 

Potter, Klein and Goodenough(23) report 
on the “Problems Related to the Personal 
Costs of Psychiatric and Psychoanalytic 
Training.” They note the extent to which 
prolonged and costly analytic training cuts 
down the mobility of the trainee following 
completion of his work, and adversely affects 
his interest in public service and in academic 
work. They note, too, an almost inevitable 
“bias in the direction of the profit motive 
rather than service.” Suggestions toward 
remedying this situation include: greater in- 
tegration of training in psychiatry and psy- 
choanalysis, student loans and career grants, 
control of fees for personal analysis, use of 
supervised private practice to allay some of 
the costs while the trainee is still in resi- 
dency, and an assumption of the major costs 
of analytic training by the medical college or 
hospital. It is clear that certain of these sug- 
gestions would present major problems. It 
is significant that 60% of psychiatric resi- 
dents are currently in training within com- 
muting distance of psychoanalytic training 
institutions(20). This may explain some of 
the problems involved in interesting energetic 
young psychiatric graduates to migrate to the 
psychiatric hinterlands, removed from the 
large centers. 

The program of graduate psychiatric train- 
ing in Canada is ably reviewed by Jones(24). 
Much of the development there has been 
similar to that in the United States, although 
almost all programs are under university ap- 
proval and aegis. There are approximately 
150 approved residencies in Canada, and 
candidates are reasonably well supported 
stipend-wise. Certification by the Royal Col- 
lege of Physicians and Surgeons of Canada 
requires, as a prerequisite, a rotating intern- 
ship, and 4 years of postgraduate training. 

An encouraging trend is the support being 
given toward training for careers in the ex- 
perimental aspects of psychiatry. The United 
States Public Health Service is continuing 
its new program of Career Investigator 
Grants(25), which includes budgeting for 
tuition costs for further specialized training. 
The Mental Health Research Institute in 
Ann Arbor(26) is attempting to improve the 
teaching of residents in research areas, as 
are many of the other more progressive resi- 
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dency training programs. The Ford Founda- 
tion recently granted over three-and-a-half 
million dollars to the Foundation’s Fund for 
research in psychiatry to develop a program 
for training research personnel in the mental 
health field during the next 5 years(27). 
These developments augur well for the fu- 
ture of our field. 
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CLINICAL NOTES 


THE PHRENOTROPIC ACTION OF RITALIN AS EVALUATED 
BY AN IBM RATING SCALE? 


VERONICA M. PENNINGTON ? 


In the past 4 years many patients from 
the 4,500 bed Mississippi State Hospital 
have been returned to their homes follow- 
ing use of neuroleptic agents. Most of these 
patients have been of the hyperkinetic, 
noisy, active variety, leaving a residue of 
dull, inert, apathetic, confused and depressed 
patients to be treated by the ingenuity of 
the psychiatrist and the beneficial effects of 
analeptics. Since neuroleptic drugs fre- 
quently induce inertia and lassitude in some 
of these patients, contributing to their re- 
tarded mental and physical activity, we chose 
a psychoanaleptic methylphenidate hydro- 
chloride, called Ritalin, for the present in- 
vestigation. 

Two hundred eighty-nine depressed, un- 
tidy, inert, negativistic or catatonic white 
female patients were selected without re- 
gard for age or diagnosis except for a spe- 
cial group chosen because of senile or 
arteriosclerotic symptoms. The aim was to 
find a phrenotropic agent that would put 
positive qualities into lethargic, negative- 
quality individuals constituting the majority 
of this patient group. 

Variation of results obtained in drug 
trials from one worker to another has hin- 
dered the comparison of findings because of 
a difference in descriptive terms. The stand- 
ardization of all findings in the use of phar- 
macotherapeutic agents is possible only if 
the evaluations are made by the same scale. 

We, therefore, developed an IBM form 
for the evaluation of patients before and 
after treatment with psychopharmacothera- 
peutic drugs, to show the changes in every 
facet of patient thinking, doing and being. 
Synchronization of all findings from worker 
to worker and country to country can be 
accomplished with use of this IBM Rating 
Scale. 

Three cards are used, history card, pre- 


1 Mississippi State Hospital, Whitfield, Miss. 
654 


and post-medication card. The history card 
need be filled only once. The pre-medica- 
tion card gives the patient’s diagnosis, age, 
years hospitalized, mental condition before 
treatment, length of mental illness, menstru- 
ation, weight, blood pressure, rectal tempera- 
ture, laboratory work, outstanding physical 
symptoms, previous reactions to drugs, su- 
pervision and self care, toilet habits, eating 
habits, sleep habits, restlessness, verbos- 
ity, retardation, aggressiveness, affectivity, 
needed supervision in work and recreation, 
delusions and type, hallucinations and type, 
orientation, confusion, relevance, coherence, 
psychological testing, previous pharmaco- 
therapy with dosage and status of the per- 
son completing the form. The post-medica- 
tion card contains the same information and 
can be completed weekly, monthly, or merely 
at the end of the drug trial. When the pre- 
card findings are subtracted from the post- 
card findings the improvement or worsening 
in all of those categories can be readily seen. 

The method of study together with the 
dosage and manner of giving methylpheni- 
date is described in full. 

In this group of 289 women, 53% showed 
improvement in some form ranging from 
improved attention to personal hygiene to 
complete restoration to an active life of 
work and recreation. It must be remem- 
bered that credit for improvement is shared 
by the neuroleptic agent given in combina- 
tion with the methylphenidate, but the meth- 
ylphenidate is responsible for sparking the 
improvement. No shock therapy or psycho- 
surgery has been used in the past 3 years. 
Required supervision in self-care was de- 
creased 65% by the use of Ritalin. Toilet 
habits were improved 38%. Eating habits, 
including the necessity for feeding, im- 
proved 61%. Sleep habits improved 20%. 
There was a 7% improvement in catatonia 
and 39% in retardation. Affectivity im- 
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proved 83%; depression 12%; association 
with other people 68%. Required supervi- 
sion in work and recreation was reduced by 
48%. Orientation improved 47%, confu- 
sion 45%, relevance 37% and coherence 
21%. In cases of chronic brain sydrome as- 
sociated with senile brain disease alertness 
was improved and confusion lessened. In 
cases of chronic brain syndrome associated 
with cerebral arteriosclerosis, clarity of 
thinking increased and orientation was im- 
proved. Psychosomatic delusional trends 
were greatly reduced and a feeling of weak- 
ness due to required large doses of neuro- 
leptics was compensated by Ritalin. Hypo- 
tension due to neuroleptic drugs was brought 
to a more satisfactory level by the use of 
Ritalin. Case histories demonstrate these 


improvements. Side reactions occurred in 
27% of the cases and were alleviated by a 
reduction of dosage or the discontinuation 
of the medication. None was serious. All 
are described in detail. 


CONCLUSIONS 


The use of a universal measuring stick, 
the International Business Machine rating 
scale, makes the findings before and after 
phrenotropic drug trials comparable and in- 
telligible to all workers in the field of neuro- 
psychiatry. 

Ritalin is a useful phrenotropic drug in 
many neuropsychiatric cases showing leth- 
argy, retardation, confusion, inertia and de- 
pression, constitutional or drug induced. 


DEANOL (DEANER) A NEW CEREBRAL STIMULANT FOR 
THE TREATMENT OF NEURASTHENIA AND MILD 
DEPRESSION: A PRELIMINARY REPORT 
FREDERICK LEMERE, M.D., anno JAMES H. LASATER, M. 


The pharmacological treatment of depres- 
sion and nervous exhaustion has depended, 
for the most part, on the use of cerebral 
stimulating drugs. While these, together 
with mild sedation or tranquilization, often 
give some measure of symptomatic relief 
they leave much to be desired from the 
standpoint of therapeutic effectiveness. 

The amphetamines (Dexedrine, etc.) have 
the drawback of producing increased ten- 
sion, insomnia and reduced appetite in many 
patients. Pipradrol (Meratran) and methyl- 
phenidate (Ritalin) have fewer side-reactions 
but are usually less effective than the am- 
phetamines. Isoniazid and iproniazid (Mar- 
silid) have not been, in our experience, of 
much value in treating depression. Nor has 
liothyronine (Cytomel) been particularly 
beneficial in the treatment of neurasthenia. 
The tranquilizers seldom help and may even 
aggravate depression and exhaustion. 

For these reasons, we have been interested 
in experimenting with a new agent called 
deanol (‘Deaner’ para-acetylaminobenzo- 
ate).2 Deanol is a precursor of acetyl- 


1From the department of psychiatry, Univ. of 
Washington School of Medicine, Seattle, Wash. 

2Deanol (Deaner) by courtesy of Dr. Joan 
Thompson, Riker Laboratories, L. A. 


choline which is essential to the transmission 
of impulses between neurons. Theoretically, 
anything that would facilitate acetylcholine 
formation would stimulate the reactivity of 
the nervous system. 

Since April, 1957, we have tried deanol 
in Over 100 patients suffering from vari- 
ous psychiatric disorders especially exhaus- 
tion and depression. The clinical effect has 
been increased energy and lessened depres- 
sion in the majority of these cases. Im- 
provement, when it occurs, is usually noticed 
within a few days after initiating medication. 
The dosage has ranged from 10 to 50 mgs. 
(average 25 mgs.) given as a single daily 
oral dose after breakfast. 

No side effects have been noticed except 
for a feeling of overstimulation in a few 
cases, This can be controlled by a reduction 
of dosage. No interference with sleep or 
appetite was noticed and sometimes appetite 
and sleep have even improved. There is 
seldom a sudden stimulation followed by a 
let-down feeling such as is sometimes seen 
with the use of other cerebral stimulants. 
Deanol does not produce a false eupho- 
ria or dependency and none of these cases 
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formed a habit or developed a tolerance to 
this drug. Some chronic cases have taken 
deanol for 6 months with continued benefit 
and no ill effects. Most patients spontane- 
ously discontinue this medication as they feel 
better. 

Although this has been only a preliminary 
clinical trial from which no final conclusions 
can be drawn, we have been impressed by 
the results thus far. Approximately 70% of 


the patients taking deanol have expressed a 
preference for this medication over other 
previously mentioned drugs used for the 
relief of mild depression and nervous ex- 
haustion. Deanol, unfortunately, does not 
seem to help severe depressions especially 
those with agitation. A few cases of 
obsessive-compulsive neuroses have been 
helped, and we are also interested in further 
trials with simple senility and schizophrenia. 


INEFFECTIVENESS OF MEPAZINE (PACATAL) 
HERMAN C. B. DENBER * 


This report deals with the use of mepazine 
( N-methyl-piperidyl- (3 )-methyl-phenothia- 
zine) in treatment of 30 male and 17 female 
acute and chronically ill patients from 4 to 
155 days; 40 were diagnosed as_schizo- 
phrenia. The ages ranged from 18 to 63 
years. Twenty-four had received chlorpro- 
mazine alone or with physiological treat- 
ments, while 11 had received electroconvul- 
sive therapy, insulin coma or lobotomy, alone 
or in combination. These were all unsuccess- 
ful. Mepazine was the first treatment for 12 
other patients. Twenty-three patients were 
hospitalized 29 days or less before treatment, 
7 between 50 and 8g days, and 17 from 6 
months to more than 5 years. 

The initial dose was either 50 mg. (2 
patients) or 100 mg. 3 times daily (45 pa- 
tients). At the end of treatment, 3 patients 
were receiving 50 mg. t.i.d., 27 took 100 mg. 
t.i.d., and the others between 200 and 300 
mg. t.id. Eight patients were treated less 
than 29 days, 22 between 30 and 89 days, 14 
between 90-149 days, and 3 more than 150 
days. 

Side effects were as follows: Blurred vi- 
sion—9, convulsive seizures—5, neurological 
syndrome of a cerebellar type—2, hyperten- 
sion—1, fever—1, dryness of mouth—1, but- 
tock abscess—1, skin rash—1, glossitis—1, 
fecal impaction—2. 

The criteria for evaluation of clinical 


1 Manhattan State Hospital, Ward’s Island, New 
York City 35, N. Y. 


change have been described elsewhere(1). 
Four patients were much improved, 12 were 
improved, and 31 were unimproved. 

Comment: Some sedative action was ap- 
parent at the outset of treatment. Chronic 
male patients were for the most part unre- 
sponsive. A paradoxical reaction of in- 
creased agitation was noted at higher doses 
(goo mg. daily). Acutely ill recently ad- 
mitted patients could not be controlled rap- 
idly even with the intramuscular prepara- 
tion. The treatment in these cases had to be 
abandoned within several days. One patient 
had 3 seizures in one day. Blurring of vision 
was bothersome to many. Fecal impaction 
was a serious problem until the real nature 
was recognized. It can lead to laparotomy 
unless diagnosed rapidly. 

This compound has some clinical action, 
and could be grouped with the weaker phe- 
nothiazines. Mepazine did not produce an 
extra-pyramidal syndrome. This would 
strengthen the hypothesis that a drug’s ef- 
fectiveness is somehow related to such a 
reaction ; although the latter is not necessary 
to achieve a favorable result. While un- 
doubtedly further studies with mepazine on 
a larger scale are needed, this investigation 
does not confirm its ability to “normalize the 
thinking processes.” 
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HISTORICAL NOTES 


SIR THOMAS BROWNE, RELIGIO MEDICI, AND 
THE HISTORY OF PSYCHIATRY 


Jerome M. Scuneck, M.D.! 


The story of witchcraft is an important 
part of the history of psychiatry. Sir 
Thomas Browne (1605-1682) has_ been 
linked with this story because he testified at 
a trial of two women who were later con- 
victed and executed. Browne is the author 
of the classic Religio Medici. Bromberg’s 
(1) reference to Browne, in his history of 
psychotherapy, is actually an allusion to the 
trial near Norwich where Browne practiced 
medicine. Browne’s testimony affirmed his 
belief in the sinister operations of the devil 
and in the existence of witches. For many 
years opinions have differed on his role in 
this trial, and responsibility, if any, in the 
conviction of the accused. Belief in witch- 
craft was commonplace at that time among 
the educated class as well as the uneducated. 
Sir William Osler(2) wrote about Browne’s 
evidence having helped to condemn the 
women on trial. An editor’s footnote to 
Osler’s essay states the accused were con- 
demned in spite of, not with the help of 
Browne’s testimony. Major(3) records it 
as largely responsible for the conviction. 
Finch(4), in a recent biography, chooses to 
view the issue, described in greater detail 
than usual, as testimony on bewitchment with 
no opinion as to guilt or innocence of the 
accused. He alleges that whatever influence 
his words may have had cannot be ascer- 
tained, but he wishes Browne could have 
been so bold as to question the existence of 
witches. Finch lists Francis Bacon, William 
Harvey, and Robert Boyle as believers in 
witchcraft. Osler, incidentally, had referred 
to Reginald Scot and Johannes Wierus 
(Johann Weyer), as “really anomalies” be- 
cause their views differed so from their 
contemporaries. 


1 Clinical assistant professor of Psychiatry, State 
University of New York College of Medicine at 
New York City; Address: 26 West oth Street, 
New York City. 


There are points of interest about Browne 
beyond his association with the aforemen- 
tioned witch trial. I shall attempt to illustrate 
first, comments indicative of his views on the 
devil and witches ; second, a statement show- 
ing that his knowledge about mental derange- 
ment transcended any limited association 
with demonology and was thus more consist- 
ent with facts and experience available to 
physicians before him and of his time ; third, 
and of special concern here, observations 
indicating Browne’s psychological percep- 
tiveness which deserves a place equal to or 
surpassing his more limited connection with 
the story of witchcraft. The implications of 
his psychological mindedness will be com- 
mented on later. 

Excerpts in illustration of these themes 
are taken from the 300-year-old classic and 
“best-seller,” Religio Medici. It was written 
when Browne was 30 years old, at the start 
of his medical career, and after he had been 
educated at Oxford, Montpellier, Padua, and 
Leyden where he received his degree in 
medicine. His book has appeared in numer- 
ous editions, and the title, incidentally, may 
have been the choice of a transcriber. Much 
in this volume which helps to build a por- 
trait of the man and his personality will not 
be touched upon here. A full-length study 
is available in Finch. The text used here is 
the critical edition of Denonain, published 
first with a bibliographical introduction and 
notes(5), and later with a biographical and 
critical introduction(6). 

First we observe this statement, “I am, I 
confesse, naturally inclined to that, which 
misguided zeale termes superstition.” Later 
he says, 

For mine owne part, I have ever beleeved, and 
doe now know, that there are Witches: they that 
doubt of these, doe not onely deny them, but Spir- 
its; and are obliquely and upon consequence a sort 


not of Infidels, but Atheists. Those that to confute 
their incredulity desire to see apparitions, shall ques- 
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tionlesse never behold any, nor have the power to 
be so much as Witches; the Devill hath them al- 
ready in a heresie as capitall as Witchcraft; and to 
appeare to them, were but to convert them. 


He goes on to say, 


I could beleeve that Spirits use with men the act 
of carnality, and that in both sexes; I conceive they 
may assume, steale, or contrive a body, wherein 
there may be action enough to content decrepit lust, 
or passion to satisfie more active veneries; yet, in 
both, without a possibility of generation 


At one point a question arises momentarily 
about Browne’s concept of the devil. “The 
heart of man is the place the devill dwells in.” 
Soon after he says, however, 


Who can but pity the mercifull intention of those 
hands that doe destroy themselves? the devill, were 
it in his power, would doe the like; which being 
impossible, his miseries are endlesse, and he suffers 
most in that attribute wherein he is impassible, his 
immortality. 


Was Browne capable of seeing psychologi- 
cal disturbance that did not incorporate 
demonological concepts? Apparently he did, 
and a precise statement is available. Follow- 
ing his comment abcut spirits and carnality 
we read, “I hold that the Devill doth really 
possesse some men, the spirit of melancholy 
others, and the spirit of delusion others. 
...” His observation should not be sur- 
prising because melancholia and psychoses 
with delusion had been known, observed, and 
recorded for centuries. His medical educa- 
tion at leading centers, even without exten- 
sive practical experience, should have re- 
sulted in acquaintance with at least such 
disorders. 

Shortly following the last quotation is an 
observation which makes one wonder again 
about the witch trial at which he testified. 
Did he cite such views at that time? 


Againe, I beleeve that all that use sorceries, incan- 
tations, and spells, are not Witches, or, as we terme 
them, Magicians; I conceive there is a traditionall 
Magicke, not learned immediately from the Devill, 
but at second hand from his Schollers; who having 
once the secret betrayed, are able, and doe emperi- 
cally practice without his advice, they both proceed- 
ing upon the principles of nature: where actives, 
aptly conjoyned to disposed passives, will under 
any Master produce their effects. Thus I thinke a 
great part of Philosophy was at first Witchcraft, 
which, being afterward derived to one another, 
proved but Philosophy, and was indeed no more 
then the honest effects of Nature. ... 


Religio Medici contains many astute and 
discerning insights into psychological ex- 
perience and functioning. These invite spe- 
cial attention because they have not been 
stressed previously with the purpose of 
showing the modern sound they possess. 
The comments are quite in line with current 
writings which deal with dynamics of per- 
sonality functioning, the nuances of inter- 
personal relations, and subtleties of everyday 
psychological experience which are finding 
their way more and more into the medical 
psychology of present-day psychiatric knowl- 
edge and practice. Because of this, Browne 
must be regarded anew and in a different 
light for the role he plays in the history of 
psychiatry. Such a view could not have been 
possible, of course, before recent develop- 
ments in psychiatry. No one observation 
among the following is in itself unique, nor 
does Browne stand alone among his contem- 
poraries in the direction of his thought. The 
sum of his ideas expressed within the con- 
fines of a published work does, however, 
merit attention. 

Here are some statements culled from 
Browne’s book. 

Hee that relieves another upon the bare suggestion 
and bowels of pity, doth not this so much for his 
sake as for his own: for by compassion we make 


anothers misery our own, and so by relieving them, 
we relieve our selves also. 


Elsewhere we find, 


Further, no man can judge another, because no 
man knowes himselfe, for we censure others but 
as they disagree from that humour which wee fancy 
laudable in our selves, 2nd commend them but for 
that wherein they seeme to quadrate and consent 
with us. 


Shortly afterwards we read, 


But how shall we expect charity towards others, 
when we are all uncharitable to our selves? Charity 
begins at home, is the voyce of the world, yet is 
every man his greatest enemy, and, as it were, his 
own executioner. 


In other sections Browne wrote, 


Another misery there is in affection, that whom we 
truely love like our owne, wee forget their lookes, 
nor can our memory retaine the Idea of their faces ; 
and it is no wonder, for they are our selves, and 
our affection makes their lookes our owne. 

I were unjust unto mine owne conscience, if I 
should say I am at variance with any thing like 
my selfe; I finde there are many pieces in this one 
fabricke of man; and that this frame is raised upon 
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a masse of Antipathies: I am one mee thinkes, but 
as the world; wherein notwithstanding there is a 
swarme of distinct essences, and in them another 
world of contrarieties; wee carry private and do- 
mesticke enemies within, publike and more hostile 
adversaries without. 


We read other items of interest. 


There is another man within mee that’s angry with 
mee, rebukes, commands, and dastards mee. I have 
no conscience of Marble to resist the hammer of 
more heavie offences, nor yet so soft and waxen, as 
to take the impression of each single peccadillo and 
scape of infirmity. I am of a strange belief, that it 
is as easie to be forgiven some sinnes, as to commit 
others. 


Elsewhere is the following: 


I cannot fall out or contemne a man for an errour, 
or conceive why a difference in opinion should di- 
vide an affection: for controversies, disputes, and 
argumentations, both in Philosophy, and Divinity, 
if they meete with discreet and peacable natures, 
doe not infringe the Lawes of Charity. In all dis- 
putes, so much as there is of passion, so much there 
is of nothing to the purpose; for then reason, like 
a bad hound, spends upon a false sent, and forsakes 
the question first started. And this is one reason 
why controversies are never determined ; for, though 
they be amply proposed, they are scarse at all han- 
dled, they doe so swell with unnecessary Digressions, 
and the Parenthesis on the party is often as large 
as the maine discourse upon the Subject. 


These observations following are also of 
interest: 


Diogenes I hold to bee the most vaineglorious man 
of his time, and more ambitious in refusing all Hon- 
ours, than Alexander in rejecting none. 


And this is followed by, 


Againe, the practice of men holds not an equall 
pace, yea, and often runnes counter to their Theory ; 
we naturally know what is good, but naturally pur- 
sue what is evill: the Rhetoricke wherewith I per- 
swade another cannot perswade my selfe: there is 
a depraved appetite in us, that will with patience 
heare the learned instructions of Reason; but yet 
performe no farther than agrees to its owne irregu- 
lar Humour. 


Other sections contain these statements. 


Persecution is a bad and indirect way to plant Re- 
ligion; it hath beene the unhappy method of angry 
devotions, not onely to confirme honest Religion, 
but wicked Heresies, and extravagant opinions. 


A related item reads, 


Those have not only depraved understandings but 
diseased affections, which cannot enjoy a singu- 
larity without a Heresie, or be the author of an 
opinion without they be of a Sect also. 


Elsewhere Browne, said, 


As Reason is a rebell unto Faith, so passion unto 
Reason: As the propositions of Faith seeme ab- 
surd unto Reason, so the Theorems of Reason unto 
passion, and both unto Faith; yet a moderate and 
peacable discretion may so state and order the 
matter, that they may bee all Kings, and yet make 
but one Monarchy, every one exercising his Sov- 
eraignty and Prerogative in a due time and place, 
according to the restraint and limit of circumstance. 


And the next observation should be a good 
closing note: 

I could never divide my selfe from any man upon 
the difference of an opinion, or be angry with his 
judgement for not agreeing with mee in that, from 


which perhaps within a few dayes I should dissent 
my selfe. 


Opinions have differed in the description 
of Religio Medici. It has been seen as a re- 
ligious, spiritual, philosophical, and essen- 
tially a literary work. In addition, it is sig- 
nificantly autobiographical. The excerpts 
presented here appear to warrant considering 
it, at least in part, a psychological work in 
the modern sense. Surely it is not completely 
a psychological essay. In adopting this opin- 
ion it is clear that only as a result of recent 
trends in medico-psychological interests can 
Religio Medici be categorized in this way. 
The psychological observations have been 
gathered here in compact form. They are, 
of course, scattered in the original text. 
Browne’s pithy statements are gems of in- 
sight. His views have since been elaborated 
and incorporated into the expanding body of 
knowledge comprising a present-day psy- 
chology of personality. The current familiar 
ring to his insights should not be regarded 
as having been everyday fare among his con- 
temporaries. If his comments are examined 
closely, it can be seen that he was aware of 
a variety of psychological dynamisms. Ex- 
pressed in modern terms they consist of 
mechanisms of compensation, rationalization, 
displacement, identification, introjection, re- 
pression and reaction formation. Others may 
be discovered in various sections of the book, 
and a small part of the Religio Medici con- 
tains notes on dreams. Browne’s intuitive- 
ness apparently extended to an awareness of 
the existence of unconscious components in 
personality functioning, although the term, 
‘unconscious’ is not used. He fathomed the 
subtleties and distorted evidences of love and 
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hate and the turmoil of inner contradictions. 

Zilboorg(7), in his history of medical 
psychology, credits Esquirol with introduc- 
ing the term “hallucinations” with its mod- 
ern definition. It is of interest, however, 
that Finch reminds us of Browne’s coinage 
and popularization of many terms, and “‘hal- 
lucination” is among them. 

In summary, it can be said that Sir Thomas 
Browne is of interest in the history of psy- 
chiatry because, as the widely known seven- 
teenth century physician-author of the fa- 
mous Religio M edici, he testified at a trial for 
witchcraft. His testimony supported the 
popular belief in witches, the accused were 
executed, and opinions differ on the signifi- 
cance and weight of his testimony for the 
outcome of the trial. He may not really have 
shared in the responsibility for this outcome. 
Probably more important, however, is the 
view that can be obtained of Browne’s psy- 
chological insights and intuitiveness revealed 
in passages of his classic book. His percep- 
tive observations, when gathered together, 
show a keen and discerning mind. His re- 


flections reveal knowledge of psychological 
motivations and functioning which, only 
since the rise of a dynamic psychiatry, has 
become further enriched and organized as 
part of that present-day professional disci- 
pline. As a forerunner of psychologically 
minded physicians of today, Browne de- 
serves further study and evaluation. 
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SCIENCE AND SOCIETY 


Science is a cherished tradition in the West. 


Our progress in science stands as a 


stupendous and spectacular intellectual achievement, by means of which civilized man has 
won marvellous mastery over his physical environment. In a very literal sense, we have 
achieved what man has so mightily striven for in all his long and tortuous history— 
conquest over the physical world in which he lives. 

Our next task, so forcefully apparent in the 20th century, is to gain mastery over our- 
selves. It is now the human environment that is the problem. Here in this social universe 
are the forces which threaten the survival of modern man, just as wind and weather did 
in earlier periods. And the truth of the matter is that we stand, in our understanding of 
these forces, about where the savage stands in his understanding of the elements. 


—VAN CLEVE Morais, 
Associate Professor of Education, 
Rutgers University. 
(Scientific Monthly. Sept. 1957) 
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CORRESPONDENCE 


MURDER BY ADOLESCENTS 


Editor, Tue AMERICAN JoURNAL OF Psy- 
CHIATRY : 


S1r: Regarding “Murder by Adolescents 
with Obscure Motivation” by A. Warren 
Stearns, M. D., in the October Journal, the 
following comments seem appropriate. 

As a former court psychiatrist, I wish to 
take exception to the statement that “no mo- 
tive has ever been established.” On the con- 
trary, the motivation in these cases seems to 
be rather clear. It is true that, consciously, 
the patient (or criminal) may not have been 
aware of his motivation. This is so often 
true in psychiatry. 

It appears fairly obvious that the four ex- 
amples given are episodes of the explosive 
release of aggressive (sexual) forces of an 
unconscious nature. These are strongly pres- 
ent in the typical healthy adolescent. 

In the present cases, it appears that for 


one reason or another, these aggressions 
were much more inhibited than in the typical 
adolescent. This is shown by the extra 
“good” behavior each boy showed prior to 
the murders. Thus, aggressive (sexual) 
tensions built up to a high level prior to the 
event which triggered their explosive release. 

More complete histories undoubtedly 
would clarify the details of the dynamics 
involved. 

From my personal experiences, I could add 
an additional, similar case. An adolescent 
messenger suddenly stabbed a young female 
office worker, whom he had never seen be- 
fore, using a paper knife from her desk. 

This is an example of the importance of 
dynamic thinking being used in modern 
forensic psychiatry. 

R. K. GREENBANK, M.D., 
Upper Darby, Pa. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY 


Sir: I thank you for letting me see Dr. 
R. K. Greenbank’s letter. I am much inter- 
ested in his conjecture concerning motiva- 
tion. It seems to be entirely reasonable. Not 
being skilled in “dynamic thinking being 
used in modern forensic psychiatry,” I shall 


make no attempt to discuss his hypothesis. I 
am gratified that he recognizes that these 
cases represent a special type and would sug- 
gest that it would be interesting if he would 
publish his cases and the data supporting his 
hypothesis. 


A. WARREN STEARNS, M. D., 
Billerica, Mass. 


THINKING 


Man is a reed, but a thinking reed; all our dignity consists in thought. Endeavor then 


to think well; it is the only morality. 


—PAscAL 
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PSYCHIATRIC IMPLICATIONS OF THE “PLACEBO EFFECT” 


In recent years the “placebo effect” has 
aroused increased interest. Despite its dem- 
onstrated therapeutic and sciehtific potential, 
however, the “placebo” continues to have dis- 
reputable connotations which impede investi- 
gation of its modes of action and the condi- 
tions influencing them. It therefore seems 
appropriate and necessary to summarize the 
current understanding of the nature of the 
“placebo effect” and some of its implications 
for treatment and research. 

For this purpose one needs to consider 
the nature of a patient’s expectations, and 
what he may be led to expect by circum- 
stances and by the actions and attitudes of 
those around him. 

The sick person usually experiences some 
degree of apprehension and depression aris- 
ing from his discomfort and his impaired 
functioning. The severity of this emotional 
reaction varies widely and depends on many 
factors. Apprehension may, in some cases, 
be detectable only through the patient’s ab- 
normal defense against it, as when he denies 
that he is ill although he is obviously sick. 
Any illness may be aggravated by reactive 
apprehension and depression which directly 
increase suffering and interfere with sleep 
and appetite. The accompanying autonomic 
disturbances may intensify the pathological 
processes and counteract the patient’s re- 
sponse to medication. 

The physician’s ability to relieve the emo- 
tional, reactive aspects of a patient’s illness 
through symbolic operations is therefore an 
important aspect of his healing function. 
This power is closely related to the patient’s 
expectations. These vary widely among pa- 
tients, depending on such factors as the pa- 
tient’s previous experiences with physicians 
and medications, his personal knowledge of 
the physician, the reputation of his physician 
in the community, the community belief in 
the recent achievements of medical science, 
various relevant properties of the institution 
or the setting in which the physician operates, 
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and the physician’s personality and behavior 
and his own expectancies as to what he can 
accomplish. 

In our society the physician is invested 
with certain unique prerogatives, among 
them the right to prescribe medication. Hence 
the prescription, pill, or injection symbolizes 
the physician’s healing function. As such, it 
typically reinforces the patient’s expectancy 
of help and counteracts his sense of helpless- 
ness and dread in the face of his illness. The 
prescribing of a pharmacologically inert sub- 
stance may thus, through its symbolic sig- 
nificance, produce favorable effects. By the 
same token, it can heighten the apprehen- 
siveness of patients who have fearful expect- 
ancy of medication and thereby set off vis- 
ceral and somatic disturbances. 

The frequent efficacy of medicine in poten- 
tiating and fulfilling the patient’s expectancy 
of relief plays a part in the effectiveness of 
all medication. A homely example is the 
common experience that the ingestion of an 
aspirin tablet may relieve a headache almost 
instantly, more quickly than could be ex- 
plained by its pharmacological action. The 
favorable effects of symbolic medication are 
not limited to the pill. The doctor’s calm 
reply to a frantic telephone call, or the set- 
ting of an appointment for next Tuesday, 
may bring a magical relief of distress. 

A medication which is used to relieve a 
patient’s distress, without specific pharmaco- 
logical action, solely by its power to reinforce 
his favorable expectancies, has become 
known as a “placebo,” which freely trans- 
lated means “I am to placate.” The term 
itself clearly expresses the customary pur- 
pose of the harassed or impatient physician 
to placate a complaining and demanding pa- 
tient. In actual practice it is uncommon for 
physicians to prescribe wholly inert sub- 
stances. In the commoner type of “placebo” 
medication, active substances are prescribed 
in small doses which are pharmacologically 
ineffective under the circumstances but harm- 
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less, such as vitamin capsules or the bottle 
of “pink medicine” containing a _ small 
amount of phenobarbital. Historically, the 
term “placebo” implies an exploitation of 
the patient’s credulity, also, in a sense, a lack 
of confidence of the physician in his own 
healing skill since, if he had a specific remedy 
for the patient’s complaints, he would use it. 
At times, physicians have prescribed placebos 
for their own convenience and advantage, 
rather than primarily for the patient’s wel- 
fare. When the placebo is used for such un- 
worthy purposes and with neglect of neces- 
sary diagnostic studies, it deserves to be 
held in disrepute. Many physicians feel a 
natural repugnance for the systematic em- 
ployment of any lying or deceitful measure, 
even though there may be beneficial effects, 
if the same effects can be obtained by frank 
and honest means, 

Some of the implications of the physi- 
cian’s shame or defensiveness in using a 
placebo may be unfairly projected upon the 
patient who responds favorably to it; but 
a “placebo effect” should not bring discredit 
on the patient. It does not mean that illness 
is absent or feigned. It does not imply simple- 
mindedness or gullibility, Instead it indi- 
cates a preparedness to be helped, a willing- 
ness to trust a help-giver, and a responsive- 
ness to the physician as a person as well as 
to him as a culturally established symbol of 
healing. A positive placebo response is often 
a favorable prognostic sign. 

Since emotional reactions such as appre- 
hension and depression play a particularly 
large part in psychiatric illnesses, the placebo 
may be a potent remedy in these disorders. 
By mobilizing the patient’s faith in the 
therapist, and therefore in his own ability 
to recover, it can not only relieve subjective 
distress but can also increase self-confidence. 
This in turn may release certain assets and 
capacities, which, though not basically im- 
paired by the illness, were kept from func- 
tioning by it, thereby setting in motion a 
series of therapeutically helpful and hopeful 
events. 

In the short term view it might seem de- 
sirable to use the placebo extensively for its 
potency in mobilizing the patient’s favorable 
expectancies, but two considerations suggest 


the unwisdom of this. In the first place, 
when the patient’s distress arises from emo- 
tional strains incident to interpersonal diffi- 
culties, the giving of a placebo or any medica- 
tion may implicitly confirm the patient’s de- 
sire to believe that his symptoms result from 
bodily processes, the cause of which can be 
removed by medicine. This may divert him 
from the primary task of resolving his diffi- 
culties with other persons. Therefore the 
use of a placebo would ordinarily be inap- 
propriate in such cases, unless or until, this 
unfavorable possibility can be circumvented. 
Furthermore, the widespread prescription of 
placebos would generally involve deceit 
which, when it became known, would under- 
mine the mutual confidence of patient and 
doctor and thus destroy the faith without 
which they are ineffective. To maintain its 
effectiveness, use of the placebo must there- 
fore be strictly limited. 

The placebo effect, though elicited by dis- 
armingly simple means, is actually a mani- 
festation of complex and important psycho- 
logical processes, which marshall, reinforce, 
and fulfill certain important health-promot- 
ing factors in therapy. Study of the deter- 
minants of this effect in patient, physician, 
and situation has already offered promising 
leads into a common denominator of all suc- 
cessful psychotherapy—the reinforcement of 
the patient’s faith. Thus the placebo affords 
a means of subjecting to scientific investiga- 
tion an aspect of psychiatric and medical 
treatment which has hitherto been regarded 
as belonging exclusively to the art of medi- 
cine. There is need for further research in 
the complex psychodynamics of the placebo. 

For purposes of abstract discussion, it is 
convenient to designate as “placebo” effects 
all those psychological and psychophysiologi- 
cal benefits or detriments which quite directly 
involve the patient’s expectations and depend 
directly upon the diminution or augmentation 
of the patient’s apprehension by the sym- 
bolism of medication or the symbolic implica- 
tions of the physician’s behavior and atti- 
tudes. The “non-placebo” effects of a medi- 
cation or of a procedure can be conveniently 
designated as its “inherent” effects. These 
distinctions are abstract. In concrete reality 
probably there is always a combination of 
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placebo effects and inherent effects, as here 
designated. That is to say, a fully adequate 
pharmacological description of a drug should 
in the light of our present knowledge include 
a characterization of the patient’s attitudes 
which determine differences in its effects. To 
evaluate the “inherent” effects requires ap- 
propriate placebo controls, e.g. the “double- 
blind” technique. 

Just as it has been said, in general, that 
any illness may have a superimposed layer 
of apprehensive and depressive reaction, so 
it may also be said that every medication, or 
other therapeutic procedure, may have both 


DR. GERTY JOINS EDITORIAL BOARD 


placebo potency and inherent potency. This 
generalization would include psychotherapy. 
To elucidate and to differentiate the placebo 
effect and the inherent effect much painstak- 
ing planning and conduct of control studies 
is necessary in the evaluation of any drug or 
procedure used for human illness. In such a 
study of psychotherapy a simple “double 
blind” technique is not feasible. In order to 
reach reliable conclusions as to the nature 
and combination of the processes involved in 
psychotherapy it is hoped that a variety of 
investigators will turn their attention to this 
complex problem. 


J.C.W. 


At its meeting in Boston, November 24, 1957, the Council of The American Psychiatric 
Association appointed Dr. Francis J. Gerty, president-elect, of Chicago, to the Editorial 
Board of the American Journal of Psychiatry. It is a pleasure to welcome Dr. Gerty to 
the fellowship of the board. This restores the number of members to the traditional 


thirteen, which is a memorable number in the history of the Association. 


NINETEENTH CENTURY AMERICAN MIND 


Franklin and McGuffey did more to form the “American mind of the nineteenth cen- 


tury” than is always recognized. Much of the effective down-to-earth attitudes of Ameri- 
can life that has been so often commented on by European travelers can be traced to 


these two sources. 


SCIENCE AND NON-SCIENCE 


Science should not concern itself in any way with the philosophical consequences of 
its discoveries. If through the development of any experimental studies I come to demon- 


—LEONARD CARMICHAEL 
(Basic Psychology) 


strate that matter can organize itself of its own accord into a cell or into a living being, 
I would come here to proclaim it with the legitimate pride of an inventor conscious of 
having made a great discovery, and I would add, if provoked to do so, “All the worse 
for those whose doctrines or systems do not fit in with the truth of the natural facts. 


—Louis PASTEUR 
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Apo_F Meyer MemoriAL PLAQUE UN- 
VEILED.—As previously noted (Am. J. Psy- 
chiat., pp. 1042, May 1957) the plaque op- 
posite was unveiled in memory of Adolf 
Meyer at Burgholzli Hospital, Zurich, Sep- 
tember 5, 1957, by Prof. Manfred Bleuler. 
A large number of former pupils, friends 
and members of the family of Dr. Meyer 
were in attendance. 

Three men who had been closely associ- 
ated with Dr. Meyer—Sir David Kennedy 
Henderson, Dr. Oskar Diethelm, and Dr. 
Oscar Forel—spoke on various aspects of 
Dr. Meyer’s outstanding contribution to psy- 
chiatry. Sir David Henderson emphasized 
the impact that Dr. Meyer’s teaching had on 
students from many different countries who 
came to study under him, who, in their turn 
have done much to further and extend the 
whole field of psychiatry in their native 
lands. 

Dr. Diethelm referred to Meyer’s estab- 
lishment of the discipline of psychobiology, 
and his emphasis upon the integration of 
mind and body, which paved the way for the 
later appearance of psychosomatic medicine. 

The meetings concluded with a vote of 
thanks to Dr. Wendell Muncie, long-time as- 
sociate of Dr. Meyer, from whom had come 
the inspiration to take the opportunity af- 
forded by the meeting in Zurich of the 2nd 
International Congress of Psychiatry to es- 
tablish a memorial to Adolf Meyer at Burg- 
hdlzli. 


Honor ror Dr. DUNTON.—The Ameri- 
can Occupational Therapy Association hon- 
ored itself by bestowing upon Dr. William 
Rush Dunton its Award of Merit for out- 
standing contributions extending over many 
years. This is the highest honor within the 
Association’s gift and signalizes the pioneer 
work of Dr. Dunton, beginning in the eight- 
een-nineties when he was assistant physician 
at the institution now known as the Sheppard 
and Enoch Pratt Hospital. The occupational 
therapy department he organized there be- 
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came an essential part of the treatment pro- 
gram of the hospital. 

Dr. Dunton was one of the incorporators 
in 1917 of the National Society for the Pro- 
motion of Occupational Therapy. Four years 
later the name of this organization was 
changed to the American Occupational Ther- 
apy Association, of which Dunton served as 
treasurer and later as president. 

He is the author of 83 published papers 
and several books on occupational and recon- 
structive therapy, beginning with Prescribing 
Occupational Therapy (1928). The latest 
book, co-authored with Sidney Licht, is Oc- 
cupational Therapy, Principles and Practice 
(1950). A third edition is now in prepa- 
ration. 

Dr. Dunton is a greatgrandson of Amer- 
ica’s first sculptor, William Rush, whose 
statue of Washington is in Independence 
Hall, Philadelphia. William Rush made 
portrait busts of his two daughters, which 
are in the Philadelphia Museum of Art, gifts 
of Dr. Dunton. One of these daughters, 
Mary, was W.R.D’s grandmother. William 
Rush was a cousin of Benjamin Rush. This 
indicates the family relationship of W.R.D. 
to the “Father of American Psychiatry.” 

Dr. Dunton has been versatile as a musi- 
cian and impressario ; as part of his occupa- 
tional therapy activities, he originated, stage- 
directed and participated in numerous hos- 
pital stage plays. At one of these he received 
a bouquet addressed to “Charles Frohman 
Dunton.” 

As a member of the Editorial Board of 
the American Journal of Psychiatry our As- 
sociate has served longer than any other 
board member. As assistant physician on the 
staff of Dr. Edward N. Brush, our former 
Editor, his work on the Journal dates from 
some 20 years before his official appointment 
to the Board. The fiftieth anniversary of the 
beginning of this service was honored by the 
Council of The American Psychiatric Asso- 
ciation at its meeting last year by the presen- 
tation to Dr. Dunton of a special certificate 
attesting his unique collaboration in the edi- 
torial work of the Journal. 
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PsyYCHIATRIC GRADUATE TRAINING IN 
Norway.—For many years graduate train- 
ing for psychiatrists in Norway consisted of 
a 4 years’ residency in mental hospitals and 
departments for neurotics. In accordance 
with Norwegian traditions the psychiatrist- 
to-be can be a resident at different hospitals 
during the training; he must work at least 
one year in a mental hospital and one year in 
a department for neurotics. 

The practical part of the graduate train- 
ing is thus satisfactory considering the fact 
that each doctor is bound to have gone 
through the regular medical and surgical 
hospital services and to have done at least 
one year’s work as a general practitioner or 
as an assistant to a civil medical officer, be- 
fore he can become a specialist. 

The theoretical part of the graduate train- 
ing has however been rather insufficient. 
Different hospitals had started courses for 
their residents, but there has been no unity 
or consistency in the programs. 

After Dr. Eitinger from the Oslo Univer- 
sity Psychiatric Clinic had studied graduate 
training in the United States, he raised the 
subject at a meeting of the Norwegian Psy- 
chiatric Association, and was appointed 
chairman of a committee to consider the 
possibilities of graduate training. At the last 
annual meeting of the Norwegian Psychi- 
atric Association the committee’s report was 
presented and approved ; and there has now 
been started a regular course of lectures 
lasting 8 months, under the leadership of 
Professor Odegard from the Gaustad Men- 
tal Hospital, Docent Eitinger from the Psy- 
chiatric Clinic, Oslo University, and Dr. 
Houge, a private practitioner in psychiatry. 

The course covers both the basic sciences 
and clinical psychiatry. Since there does not 
exist compulsory theoretical graduate train- 
ing in any speciality in Norway, even this 
course in psychiatry could not be made com- 
pulsory. The interest in the subject, how- 
ever, shown by all psychiatrists in training, 
was so great that the number of participants 
had to be limited from the very beginning. 


NATIONAL FOUNDATION FOR INFANTILE 
PaRALyYsis.—Since 1938, the National Foun- 
dation has authorized $30,900,000 for re- 
search in infantile paralysis and $28,900,000 


in aid of professional education. These funds 
were available because of the traditional 
March of Dimes Campaign held in January 
of each year. In addition, over a quarter of 
a billion dollars has been spent to provide for 
patient services. 

The greatest single handicap in providing 
services to patients, as well as in extending 
research, is the lack of professional person- 
nel. Since 1940, the National Foundation 
has provided grants to universities to assist 
the expansion of teaching programs; and to 
encourage improvement of educational stand- 
ards and enlargement of services, it has made 
grants to professional agencies and asso- 
ciations. 

The National Foundation solicits con- 
tinued support of the March of Dimes Cam- 


paign in January, 1958. 


KarEN Horney Awarp.—The Karen 
Horney Award has been established by the 
Association for the Advancement of Psycho- 
analysis. An award of $150.00 will be made 
annually to the author whose paper makes 
an outstanding contribution toward the de- 
velopment of psychoanalysis. Papers sub- 
mitted by May 30, 1958, will be evaluated 
in time for the award on December 30, 1958. 
The accepted paper will be published in the 
American Journal of Psychoanalysis. 

Entries should be forwarded to: Louis E. 
De Rosis, M. D., Chairman, Award Commit- 
tee, 815 Park Avenue, New York 21, N. Y. 


GALESBURG RESEARCH ON ALCOHOL.— 
The Galesburg State Research Hospital will 
conduct an Institute on Alcohol, in co-spon- 
sorship with the University of Illinois Col- 
lege of Medicine, at the Galesburg State 
Research Hospital on January 29, 1958. 
This program will be conducted by the 
American Medical Association Committee on 
Alcoholism of the Mental Health Council. 

Speakers will include Drs. Selden D. 
Bacon, Ph.D., Harold E. Himwich, Robert 
Fleming, Marvin A. Block, and Jackson A. 
Smith. 


CoMMONWEALTH FuND 39TH ANNUAL 
Report.—This fund disbursed during 1956- 
57 over 34 million dollars, in 54 separate 
grants, in the fields of health, medical re- 
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search and medical education. Support was 
given to 25 different projects in research 
with the following grants for research pro- 
grams in neuropsychiatry: Harvard Medical 
School, for psychiatric research in gynecol- 
ogy, study of childhood schizophrenia and 
physiological studies of the pineal glands and 
psychoses; Tulane University School of 
Medicine, for studies in schizophrenia; Yale 
University Child Study Center for study of 
personality development ; University of Cali- 
fornia School of Medicine, for neuroendo- 
crine responses to environmental stimuli, and 
studies of neural correlates of mental ac- 
tivity; New York University College of 
Medicine, for studies of cerebral function. 

In addition the fund provided individual 
fellowships and awards in the health field, 
5 of which were given to doctors for psy- 
chiatric studies, 


RESEARCH FELLOWSHIPS IN PSYCHIATRY. 
—The Foundations’ Fund for Research in 
Psychiatry wishes to announce that Febru- 
ary I, 1958, is the next deadline for the sub- 
mission of applications for research fellow- 
ships in psychiatry, psychology, sociology, 
neurophysiology, and other sciences relevant 
to mental health. Interested persons and de- 
partments are invited to write to Founda- 
tions’ Fund for Research in Psychiatry, 251 
Edwards St., New Haven 11, Conn. 


IsracL S. WecHsLer Lecrure.—The 
annual Israel S. Wechsler Lecture was given 
on the evening of December 13, 1957, at the 
Mount Sinai Hospital, New York City, by 
Dr. Herbert H. Jasper, Professor of Experi- 
mental Neurology, McGill University, Mon- 
treal. The topic: Progress and Problems 
in Brain Research. 


Dr. Davivson Heaps OversrookK Hos- 
piraAL.—Dr. Henry A. Davidson became the 
superintendent of the Essex County Over- 
brook Hospital at Cedar Grove, N. J., on 
October 10, 1957. A former member of The 
American Psychiatric Association Council, 
Dr. Davidson is also Parliamentarian of the 
Association. He is editor of the Journal of 
the Medical Society of New Jersey. 

As superintendent of Overbrook Hospital, 
he succeeds Dr. Joseph Sutton, A.P.A.’s 


last auditor. Dr. Sutton’s predecessor as 
superintendent was the late Samuel Hamil- 
ton, who was president of The American 
Psychiatric Association in 1946-7. 


TRAINING IN MENTAL DericigENCY.— 
Dr. Paul H. Hoch, Commissioner of Mental 
Hygiene, has announced a series of four 
6-week courses of intensive training in men- 
tal deficiency for psychiatric residents of 
recognized training centers, at Letchworth 
Village, Thiells, N. Y. The first course will 
begin on the first Monday in February, 1958, 
and each session will be limited to ten 
students. 

The courses, supported by a grant from 
the National Institute of Mental Health, and 
under the direction of Dr. Howard W. Pot- 
ter, will provide the psychiatric residents 
with an opportunity to obtain a meaningful 
perspective of mental retardation and to ex- 
amine and evaluate the mentally retarded of 
various clinical types. 

Any physician in a psychiatric residency 
in the United States may apply for the tui- 
tion-free courses if he has completed 6 
months of residency, has had one year in- 
ternship in a general hospital, and is en- 
dorsed by the director of his residency center. 

Information may be obtained by writing 
the Program Director, Orientation Course 
in Mental Deficiency, Letchworth Village, 
Thiells, N. Y. 


DeaTtH or Dr. GayLe.—With great re- 
gret we record the death on November 4, 
1957, of Dr. R. Finley Gayle, Jr., of Rich- 
mond, Va., following a brief illness. Dr. 
Gayle had served as president of The Ameri- 
can Psychiatric Association for the year 
1955-56, after having been secretary for 4 
years. 

A graduate of the Medical College of Vir- 
ginia, Dr. Gayle had advanced to the pro- 
fessorship of neurology and psychiatry in 
the College and had contributed extensively 
to the medical literature. 

A memorial of Dr. Gayle will appear in a 
subsequent issue of the Journal. 


THE AMERICAN Society oF GrouP Psy- 
CHOTHERAPY AND PsyCHODRAMA.—The So- 
ciety will have its sixteenth annual meeting 
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on January 3, 4 and 5, 1958 at the Henry 
Hudson Hotel, New York City. 

Information may be obtained from Miss 
Hannah B. Weiner, 1323 Avenue N, Brook- 
lyn 20, N. Y. 


Forp FouNDATION GRANT TO UNIVER- 
SITY OF PENNSYLVANIA.—The Institute of 
Neurological Sciences of the University’s 
School of Medicine has received a grant of 
$219,450, which will be used to broaden its 
studies of the nervous system, particularly 
as related to mental health. This new work 
includes research and research training in 
the basic sciences, and in psychiatry. The 
psychiatric research will be done in collabora- 
tion with the department of psychiatry of 
the School of Medicine, and the Institute of 
the Pennsylvania Hospital. 

The training program will be open to 
graduate students, medical students, post- 
doctoral fellows and residents. Dr. Louis B. 
Flexner of the Institute and the School of 
Medicine will direct the project. 


Dr. StrecKeR Honorep.—The Medical 
Staff of The Institute of the Pennsylvania 
Hospital honored Edward A. Strecker, 
M. D., F.A.C.P., at a dinner on October 15, 
1957, the eve of his 7oth birthday. He has 
been associated with The Institute since 
1912. 

Dr. Strecker, Emeritus Professor of Psy- 
chiatry at the University of Pennsylvania, 
was president of The American Psychiatric 
Association (1943-44). He is currently Pro- 
fessor of Psychiatry at Seton Hall School 
of Medicine in Jersey City, N. J. 


REPORT ON PROCHLORPERAZINE.—The 
proceedings of the Regional Conference of 
Southern California Neuropsychiatric Hos- 
pital reports the collective experience of nine 
clinicians who used prochlorperazine (Com- 
pazine) in the management of severely psy- 
chopathic and psychotic patients. Copies of 
the proceedings may be obtained by writing 
Dr. Sidney Cohen, Brentwood VA Hos- 
pital, Los Angeles 25, Calif. 


ScientiFic Stupy or Sex.—The Society 
for the Scientific Study of Sex (SSSS) has 
been organized to bring together scientists 


working in the biological, medical, anthropo- 
logical, psychological, sociological and allied 
fields who are conducting significant sexual 
research. 

The Society will hold periodic scientific 
meetings for the presentation of research 
papers and will organize conferences etc. to 
consider theoretical and practical problems 
in the sexual area. It will also publish a 
scientific journal devoted to relevant original 
studies. 

Minimum requirements for Fellow mem- 
bership: a doctor’s degree or its equivalent 
in the biological or social sciences plus out- 
standing contributions to sexual knowledge. 
Minimum requirements for membership: a 
graduate degree in the biological or social 
sciences plus contributions to sexual science. 

For further information write: Robert 
Veit Sherman, 285 Madison Avenue, New 
York 17, N. Y. 


CHRONIC ILLNESS AND HEALTH OF THE 
Acep.—Surgeon General Leroy E. Burney, 
of the Public Health Service, has announced 
the appointment of a 13-member National 
Advisory Committee on Chronic Illness and 
Health of the Aged. It is composed of out- 
standing authorities in the fields of medical 
education, geriatrics, physical and industrial 
medicine, nursing, care of the aged, public 
health and public welfare. The Committee 
will review the complex medical, social and 
economic problems associated with chronic 
illness and aging, and will consult with and 
advise the Surgeon General in the develop- 
ment of Public Health Service policy and 
programs in. these fields. 


RocKLAND StaTeE HospiraL RESEARCH 
EXPANSION.—The National Institutes of 
Health has granted $240,603 to the New 
York State Department of Mental Hygiene 
which, supplemented by a substantial state 
appropriation, will be used to build an addi- 
tion to the present research facilities at 
Rockland State Hospital, Orangeburg. 

The research program at Rockland is 
under the direction of Dr. Nathan Kline, and 
deals with the various chemical, psychologi- 
cal and physiological aspects of schizo- 
phrenia. With the additional space and 
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facilities these studies will be materially 
expanded. 


FouNpDATIONS’ FUND FOR RESEARCH IN 
PsycHiatry.—The availability of a limited 
number of block grants (fluid funds) for 
research in departments of psychiatry in 
medical schools and clinical facilities with 
established training programs is announced. 
Applications submitted prior to March 1, 
1958 will be acted upon during 1958. A few 
awards may be made later to programs sub- 
mitting requests by March 1, 1959. 

For further information, interested de- 
partments are invited to write to the Execu- 
tive Office, Foundations’ Fund for Research 
in Psychiatry, 251 Edwards St., New Haven 
11, Connecticut. 


Tue ALAN Grecc FuNnb.—The National 
Health Council has announced establishment 
of a special fund in honor of the late Dr. 
Alan Gregg, formerly vice-president of the 
Rockefeller Foundation and a valued adviser 
to the National Health Council. 

Contributions to The Alan Gregg Fund 
will be used to support the Council’s Health 
Careers program designed to help meet the 
acute shortage of qualified health personnel 
in the United States. 

Dr. Gregg’s “great medicine” concept 
called for an integrated approach to medical 
research, education and practice and em- 
braced all of the supporting services essential 
to effective work in all 3 areas. He helped 
spark the Council’s Health Careers Project, 
initiated 3 years ago, to inform young 
Americans about the wide variety of career 
opportunities in health. He joined in plan- 
ning for the Commission on Health Careers 
recently established by the National Health 
Council to concern itself with the ').Il range 
of health manpower problems. 

Information about the Coun and _ its 
Health Careers program may b_ »btained 


from: National Health Council, 1790 
Broadway, New York 19, N. Y. Contribu- 
tions to the Fund by individuals and cor- 
porations are deductible from taxable net 
income, and should be sent to the same 
address, marked payable to The Alan Gregg 
Fund, National Health Council. 


Mepicat AssociaTIoON.—At its 
11th General Assembly held in Istanbul, 
Turkey, September 29 to October 5, 1957, 
the W.M.A. elected the following officers: 
President (1957-58) Dr. Ahmet Rasim 
Onat, Turkey. President-elect (1957-58) 
Dr. Charles Jacobsen, Denmark. Members 
of Council (1957-60) Dr. A. Fernandez 
Conde, Cuba; Dr. E. S. Hamilton, U.S.A.; 
Dr. L. R. Mallen, Australia; Dr. Otto Ras- 
mussen, Denmark. 

The General Assembly recorded its pro- 
found shock at the allegations brought be- 
fore it with reference to recent events af- 
fecting the medical profession in Cuba, and 
reiterated the principles contained in its 
Declaration of Geneva and its Regulations 
governing the activities of doctors during 
armed conflict, namely 

—that doctors must give their first con- 
sideration to the health of their patients 

—that they must not allow reasons of re- 
ligion, nationality, race, party politics 
or social standing to intervene between 
them and their duty to their patients 

—that doctors must practise inviolable 
secrecy on whatever is confided in them 
by their patients, and 

—that these principles should be recog- 
nized and observed by all governments. 
No doctor should ever suffer any pen- 
alty because he has rendered aid to the 
sick and wounded. 

—The World Medical Association lends 
its full moral support to the doctors of 
Cuba in their efforts to adhere to these 
basic humanitarian principles 

—The General Assembly directed the 
Council to obtain further information 
and if possible evidence of specific vio- 
lation of these principles ; draft a state- 
ment on the subject for all national 
medical associations and keep them in- 
formed from time to time of develop- 
ments pertaining to the freedom of 
doctors to practise their humanitarian 
activities in the Republic of Cuba 

—Directed the Secretary General to ar- 
range for a committee to visit Cuba with 
full authority to conduct an on-the-spot 
investigation and directed that all in- 
formation received be transmitted to the 
United Nations with a request that this 
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organization be invited to conduct its 
own investigations as to the allegations. 


V.A. INSTITUTE IN PsyYCHIATRY AND 
Nevuro.ocy at LittLe Rock.—The tenth 
annual Institute will be held at the VA Hos- 
pital, North Little Rock, Ark., on February 
27-28, 1958. 

This roth Institute is being planned with 
the anniversary theme stressed throughout. 
It is expected that most of the individuals, 
who participated in the First Annual Insti- 
tute on February 28 and March 1, 1949, will 
return for the occasion. 

An attendance of 1,500 to 2,000 persons is 
expected representing psychiatry, neurology, 
related disciplines, and the general field of 
medicine, as well as community leaders inter- 
ested in mental health. There will be a din- 
ner Thursday evening, February 27, 1958, 
at the Hotel Marion in Little Rock, which 
is co-sponsored by the Arkansas Psychiatric 
Society, the local mental health societies, 
and the VA Hospital, North Little Rock. 


REASON AND UNREASON IN PsyCHo- 
THERAPY.—Alexander Wolf, M.D., and 
Emanuel K. Schwartz, Ph.D., D.S.Sc., pre- 
sented a series of three lectures on “Reason 
and Unreason in Psychotheray” on October 
23, 1957, October 30, 1957, and November 
13, 1957, at the New York Academy of 
Sciences. The meetings were sponsored by 
the Eastern Group Psychotherapy Society 
and chaired by Harold S. Leopold, its presi- 
dent. 

Drs. Wolf and Schwartz presented, in 
their first lecture, a historical analysis of 
current cultural trends toward the denial of 
objectivity, science and reason and the af- 
firmation of subjectivity, unreality and un- 
reason. They recognized the social-psycho- 
logical origins of these trends but questioned 
the indiscriminate application to psycho- 
therapeutic practice of these ideas from 
other frames of reference. 

Current psychotherapeutic activity, they 


pointed out, has become increasingly charac- 
terized by the invasion of nonrational values 
from existentialism and supra-rationalism, 
and spiritualistic values from parapsychol- 
ogy, Zen-Buddhism and Hinduism. There 
has been a growing emphasis in psycho- 
therapy upon extra-sensory communication, 
disillusionment and despair, a fragmented 
view of human functioning, stressing either 
intellect, feeling or motility, and the misper- 
ception of pathology as the source of health. 

The second lecture was devoted to a care- 
ful scrutiny of a typical American example 
of these ideas integrated into a system of 
psychotherapeutic theory and practice as 
found in The Roots of Psychotherapy by 
Carl A. Whitaker and Thomas P. Malone 
(The Blakiston Co., 1953). This work rep- 
resents the growing misconception that diag- 
nosis and etiology are of little consequence 
in mental illness, that training and technique 
are hindrances, and that the bilateral or 
“therapeutic psychosis” as an immunizing 
agent is curative. Psychotherapists working 
with individuals as well as groups have not 
escaped these influences which are seen as 
anti-scientific, anti-psychoanalytic and anti- 
reason, 

The third lecture recommended a dis- 
criminating flexibility and openness to new 
ideas subject always to consensual validation 
by colleagues and investigation of therapeu- 
tic results. A more realistic and reasonable 
approach to psychotherapeutic activity, espe- 
cially working through on a rational basis, 
was outlined. 

The lectures will appear in a series of 
articles, four of which are to be published 
in the American Journal of Psychotherapy 
in 1958. 

The Eastern Group Psychotherapy So- 
ciety offered its forum for the presentation 
of different points of view and invited other 
members to represent other positions. The 
program of the Eastern Group Psychother- 
apy Society for 1957-1958 includes four 
professional meetings on “Sources of Con- 
flict in Contemporary Group Psychotherapy.” 
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With the passing of Lawson Gentry Low- 
rey on August 16, 1957, psychiatry lost one 
of its most versatile, incisive and perspica- 
cious members. When psychiatry was largely 
institutional; when, except for the alienist 
and neurologist, it was not a field for private 
practice ; when it was still a tolerated or un- 
tolerated aspect of medical education, and 
when research was rather dilettante in most 
places when its existence was claimed at all, 
Lowrey was carrying his psychiatry into the 
community, into medical education, into the 
problems of childhood, and into serious in- 
vestigations. 

Lowrey was something of a prodigy. Born 
in Centralia, Missouri, on December 23, 
1890, he had achieved his A.B. and A.M. at 
the University of Missouri by 1910 when 
still under 20 years of age, and within a year 
had become an assistant professor of anat- 
omy. A year later he was professor of anat- 
omy at the University of Utah. He then 
moved to Harvard from which he received 
his M.D. cum laude in 1915. He moved pro- 
gressively ahead in histology, neurological 
and psychiatric research and provided in- 
struction in these fields. In 1917 he was 
chief medical officer of the Boston Psycho- 
pathic Hospital, one of the devotees of Dr. 
Southard. In 1922 he became asistant pro- 
fessor of psychiatry at the newly developed 
Iowa Psychopathic Hospital. 

From Iowa he became identified with child 
psychiatry and directed demonstration child 
guidance clinics in Dallas, the Twin Cities 
and Cleveland for the National Committee 
for Mental Hygiene under the delinquency 
prevention program of the Commonwealth 
Fund. Here he was associated with many 
who later developed leadership in their own 
right—Ruth Mellor, social worker; E. K. 
Wickman, psychologist; Hester Crutcher, 
social worker, Hyman Lippman, pediatrician 
and psychiatrist; Grace O’Neill, psycholo- 
gist; Grace Arthur, psychologist ; and Oscar 
Markey, pediatric-psychiatrist. 


IN MEMORIAM 


LAWSON GENTRY LOWREY, 1890-1957 


All along Lowrey was challenging the cur- 
rent approach to behavior disorders in chil- 
dren consisting largely of manipulation of 
the environment and sought a more critically 
developed diagnostic and therapeutic process. 
He saw the behavior of the child as a prod- 
uct of the family in part, but complex in its 
causation. While he saw parents and siblings 
as potent forces he recognized that they were 
victims as well as participants in that con- 
spiracy. It was not surprising, then, that 
when the Commonwealth Fund set up a 
succeeding research and training program, 
the Institute of Child Guidance, that Lawson 
G. Lowrey should be chosen as its head. 

While at the termination of this Institute, 
Lowrey turned part of his attention to private 
practice, he never gave up the broad range 
of activities to which he had become accus- 
tomed. He had already served in teaching 
appointments in the various places to which 
his major work carried him after leaving 
Iowa, at Southern Methodist University, 
University of Minnesota, and Western Re- 
serve University. Many are the students of 
social work at Smith College who benefited 
by his classes there. He authored a textbook 
on psychiatry for social workers. He taught 
also at New York University where he 
worked in the clinics for the gifted, at 
Hunter College and Columbia University. 
He served in various clinics in New York 
and on many committees in the community 
and in the professional associations of which 
he was a member. He was especially re- 
sistant always against inactive committee as- 
signments. He was a worker. During this 
period he served as consultant to the staffs 
of the Neurological Institute, New Rochelle 
General Hospital, Travelers Aid, Brooklyn 
Hebrew Orphan’s Asylum, Grasslands Hos- 
pital and the Vanderbilt Clinic. He con- 
ducted the mental hygiene research project 
in a kindergarten in New York for the Vo- 
cational Adjustment Bureau. 

In The American Psychiatric Association 
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which he joined in 1919 he served many 
years on committees, beginning with the Le- 
gal Committee in the mid-twenties. He was 
a member of the Editorial Board at the time 
of his death. He belonged to a number of 
other related professional associations, e.g. 
the New York Psychiatric Society. 

Lowrey was a charter member of the 
American Orthopsychiatric Association and 
its president in 1928-30. During the time 
that mental health matters were the subject 
of a special section of the National Confer- 
ence of Social Work his name would appear 
in the annual programs of that organization 


repeatedly. He was the author of many sci- 
entific and practical articles—particularly in 
the field of child psychiatry. 

Lowrey’s talents as an editor were broad. 
He was the editor of his fraternity’s national 
publication. He founded the American Jour- 
nal of Orthopsychiatry, established it as a 
journal of top quality and quietly put it on a 
firm financial foundation. 

Lawson Lowrey was valued as a friend. 
He could be critical, but one always knew 
that adverse criticism was motivated posi- 
tively and favorable criticism sincere. 

GeorcE S. Stevenson, M. D. 


yak 
| 
4 
Gs 
3 
4 


Psychotherapy 


and 


Thorazine.... 


a “combined therapy” 
most effective in the 


treatment of hyperkinetic 


emotionally disturbed 
children 


Improvement was noted by Freed 
and Peifer! in 21 of 25 hyperkinetic 
emotionally disturbed children 
who received 4 to 16 months of 
psychotherapy and ‘Thorazine’. 


Combativeness reduced 
“Diminution in hyperactivity was 
the outstanding phenomenon. 
Combativeness was reduced 
considerably. There was a definite 
improvement in willingness to 
learn. Trends toward increased 
emotional control were evidenced, 
although the basic personality 
seemed unchanged.” 


Interpersonal 

relationships improved 
‘Thorazine’, according to the 
authors, “dampens primitive 
fight-flight responses” without 
impairing consciousness and the 
learning process, thereby improving 
interpersonal relationships. 


Smith, Kline & French 
Laboratories, Philadelphia 


1. Freed, H., and Peifer, C.A.: 
Am. J. Psychiat. 1 13:22 (July) 1956. 


*T.M. Reg. ULS. Pat. Off. 


for chlorpromazine, S.K.F. 
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MODEL D 


ELECTROENCEPHALOGRAPH 


The improved Model D Electroencephalograph pre- 
sents all of the latest advances in component reli- 
ability and manufacturing techniques, retaining the 
advantages of ease of operation and maintenance 
built into the instrument during over ten years of 
experience in manufacture and application. 


New components, such as strain gage amplifiers, 
D.C. channels, etc. are available. Special amplifiers 
can be designed and furnished upon submission of 
specifications. All of these units are arranged for 
easy plug-in installation in the standard console. 


write for descriptive 
literature and prices on: 


ELECTROMYOGRAPHS 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS 
RECORDER PAPER 
ELECTRODES 

SHOCK THERAPY EQUIPMENT 


MEDCRAFT ELECTRONIC CORP. 


ae and manufacturers of diagnostic * 


nd therapeutic equipment for the medical profession — 7 ee 
426 GREAT EAST NECK ROAD, BABYLON, N.Y. 
TEL. MOHAWK 9-2837 ADDRESS MAIL TO BOX 1006, BABYLON, NY. 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 


sule and elixir forms. Each 
capsule or '% teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid 
1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


From 


CONFUSION 


toa 
NORMAL 
BEHAVIOR 
PATTERN 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 
Quality 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw shes reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


INCORPORATED 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 


CHICAGO: Suite 1928, 333 N. Michigan Ave. (1) 


NEW YORK: 425 Park Ave. (22) 
LOS ANGELES: 3540 Wilshire Blvd. (5) 


LOUISVILLE: Starks Bldg., 4th & Walnut St. (2) 
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Staatsburg-on-Hudson, New York 


‘rhe Anderson School is a co-educational, residential school, with elementary, 
high school, and a postgraduate program. The school is accredited by the 


It 


conceived of in present-day education. Educating the student as a person, a¢ 
his personality is a primary aim. 
Vv. V. ANpvERsoN, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: 


THE ANDERSON SCHOOL 


and senior 
York State 
y yartment of Education, and a majority of its graduates regularly enter college or junior college. 
psychiatrically oriented and is well equipped with the most modern methods and procedures, 

not only in academic, recreational and modern school environment fields, but particularly in per- 
" sonnel and guidance of each individual student. A full-time psychiatrist and me are in 
residence. Our work emphasizes a much wider concept of student training and growth than is 
and maturing 


TUrner 9-3571 


small group of girls over five years 


New York City. 
Telephone Dingmans Ferry 8138 


Catherine Allen Brett, 


Directors: Frances M. King, ota 5 § Director of the Seguin School 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 
Intensive, highly individualized personal training for a 
age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 


Close cooperation with family physician. 70 miles from 


References 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


= 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinyleholine Chloride 


“,.. removes practically all 


the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dee.) 1955. 
Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 
Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955. 
2. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 
. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 
4. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955, 
5. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 
. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 
. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 ( Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 
. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
2. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 
4. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 
5. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 
. Murray, N.: Texas Rep.Biol.& Med. 11:593, 1953. 
. Murray, N.: Confinia neurol. 13:320, 1953. 
. Alexander, L., Gilbert, I. E., and White, 8. E.: /bid. 13 :325, 1953. 
. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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RENQUEL improves behavior, 
may eliminate or decrease hal- 


lucinations and delusions, in an 


appreciable number of mentally ill 


patients. FRENQUELIs “...singularly 
without side Itsgreat safety" 
and dramatic results in many cases, 
strongly recommend FRENQUEL as 
initial therapy wherever dissocia- 


tion is a component of the disease. 


Rz information 

FRENQUEL facilitates psychotherapy, 
improves the ward picture. Generally 
24 hours or more must elapse before 
clinical improvement is evident. The 
unusual safety of FRENQUEL permits 
prolonged maintenance therapy. A 
study involving 1,238 patients’ re- 
vealed FRENQUEL to be particularly de- 
void of side effects: No Parkinsonism, 
no jaundice, no hypotension, no de- 
pression, no G. I. symptoms, no dizzi- 
ness. When FRENQUEL is discontinued, 
prodromal symptoms may recur. Ad- 
junctively in electroconvulsive thera- 
py, FRENQUEL may help reduce the re- 
quired number of treatments. For 
emergency treatment or initial thera- 
py, FRENQUEL is available for intrave- 
nous injection. 

References: |. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: Am. J. Psych. 112:343, 1955. 2. Browne, 
N. L. M.: J. Nerv. & Ment. Dis. 123:130, 1956. 
3. Coats, E. A., and Gray, R. W.: Nebraska St. 
M. J. 41:460, 1956. 4. Cohen, S., and Parlour, R. R.: 
J.A.M.A, 162:948, 1956. 5. Feldman, P. E.: Am. J. 


Psych. 113:589, 1957. 6. Bowes, H. A.: Am. J. Psych. 
113-530, 1956. 


Indications : Acute schizophrenia, 
postoperative confusion, alcoholic psy- 
chosis, senile psychosis, other mental 
disorders characterized by dissociation 
or confusion. 


Composition: FRENQUEL (azacy- 
clonol) Hydrochloride is alpha-(4-pi- 
peridyl) benzhydrol hydrochloride. 


Dosage : Tablets — initially 100 mg. 
t.i.d. When symptoms are controlled, 
reduce to 20 mg. t.i.d. maintenance 
dose. Injection — 100 mg. (20 cc.) 
every eight hours intravenously for 1 
to 7 days. 


Supplied; Tablets—20 mg. and 100 
mg. in bottles of 100 and 1,000. 


Injection—20 cc. ampuls containing 
100 mg. FRENQUEL. Supplied as single 
ampuls and in a hospital packer of 5. 


FRENQUEL Professional Information 
ilable upon req 


©) 
Merrell 


SINCE 1828 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! + St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


TRADEMARK: FRENQUEL® 


ap 


Psychiatrists 


Pacatal produces “a remarkable 
fluidity and warmness of affect.’”! 


% Patients 

r Pacatal makes me feel “‘on top 
of the world’ and wonderfully 
clear in the head.’’* 


Personnel 
Ce With Pacatal ‘‘the hospital 


atmosphere is calmer and 
more optimistic .. . work more 
interesting.’”? 


...agree on the euphoric effect of 


Pacatal 


(BRAND OF MEPAZINE) 


® 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “flatten”’ the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 

Dosage: Usual dosage for ~ hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or 4 times daily. Complete literature 

and dosage instructions, available on request, should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
bottles of 500. Also available in 2 cc. ampuls (25 mg. ce.) for parenteral use. 
References: 
1. Sainz, A.: Personal communication. 
2. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 

address before the American Psychiatric Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 
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WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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The Roland Wecthod 


RECOVERY FROM 
SCHIZOPHRENIA 


Presents techniques developed for the chronic schizophrenic patient for whom tra- 
ditior al electric shock, insulin shock, and the more recent tranquilizing drugs are 
ineffective. 


vy 
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¢ [Details a physical-psychological method for the specific purpose of reac- 
tivating and rehabilitating advanced schizophrenics unresponsive to avail- 
able conventional methods, many of whom were mute, incontinent, and 
withdrawn. 
A descriptive discussion of a direct supportive therapeutic method grown 
out of the experience of a highly gifted therapist over an extended period 
of intimate clinical experience. 
A fresh orientation addressed to the crucial problem of chronic schizo- 
phrenia based upon a wider utilization of non-verbal techniques through 
more extensive utilization of controlled, modified physical exercise and 
activity experiences. 


The Roland techniques and their favorable effect upon the cooperation of the 
patient have reawakened interest in the potential capacity for the regressed schizo- 
phrenic to respond to this exercise-psychological approach. While no attempt is 
made to set up or interpret the psychodynamics of this non-traditional approach, 
theoretical and speculative ideas along these lines which may be of assistance 
in rationale and the refinement of current therapeutic methods are presented. 


Detailed techniques ¢ Selection of patients ¢ Carefully organized evalua- 
tive studies ¢ Evolution and growth of a unique relaxation and physical 
exercise regimen ®@ Corrective therapy ¢ New ancillary therapies ¢ Organi- 
zation of special treatment clinics 


184 pages (6x 9) 

JOHN EISELE DAVIS, Sc.D. Gent on 04.75 
President, Association for Published in 1957 

Physical and Mental 
Rehabilitation 


Formerly, Chief, Corrective 


Therapy Veterans 


CHARLES C THOMAS e PUBLISHER 


301-327 East Lawrence Avenue 
Springfield, Illinois 


Administration 
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NEW TITLES From 
McGRAW-HILL 


V Check off the books that you 
wish to examine, and mail 
this page as your order blank. 


[| VanderVeldt & Odenwald 
New Second Edition 


PSYCHIATRY AND CATHOLICISM 


By James H. WVanderVeldt, O.F.M., Ph.D., and 
Robert P. Odenwald, M.D., F.A.P.A. Of special 
note is the extensive use of the directives of Pope 
Pius XII on psychiatry and psychotherapy which 
appeared after the publication of the first edition. 
Text Edition: $6.25. 


[| Ewalt, Strecker, Ebaugh 


PRACTICAL CLINICAL 
PSYCHIATRY 


New Eighth Edition 
By Jack R. Ewalt, M.D., Edward A. Strecker, M.D., 
Se. D., LL.D., and Franklin G. Ebaugh, M.D. Radi- 
cally reorganized; now contains 37 chapters instead 
of 15, including new chapters on “Mentally Sub- 
normal Child” and “Rehabilitation.” $8.00. 


Shneidman & Farberow 
CLUES TO SUICIDE 


By Edwin S. Shneidman, Ph.D., Norman L. Farb- 
erow, Ph. D., with the foreword by Karl A. Men- 
ninger, M.D. Presents the most recent theoretical 
concepts of suicide with practical methods to cope 
with this serious problem. $5.50. 


Corsini 


METHODS OF GROUP 
PSYCHOTHERAPY 


By Raymond J. Corsini, Ph.D. A basic introduction 
to group psychotherapy, covering history, theory, 
and actual practices. 86.50. 


Midelfort 


THE FAMILY IN 
PSYCHOTHERAPY 


By C. F. Midelfort, M.D. Provides a new approach 
to psychotherapy, in that it considers the patient 
and his whole family as the treatment unit. 86.50. 


fe) 


Blakiston Division, McGraw-Hill Book Co. 
330 West 42nd Street, New York 36, N.Y. 


You may send me on approval the book(s) 
I have checked off above. 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
Student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Giri Scout work 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil- 
dren receive specialized, individual care and 
treatment at the Training School at Vineland, 
N. J. A carefully-selected medical, dental, psy- 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at- 
tractive cottages. They work and play with 
children at their own level and are encouraged 
to develop to their full potential. 

The Training School has been a center fer 
continual research into the causes, prevention 
and treatment of mental retardation for more 
than 70 years. The beautiful 1600-acre estate 
is located in southern New Jersey near the sea- 
shore. 24-hour medical and dental care is pro- 
vided in a well-equipped 40-bed hospital. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 
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THE CARRIER CLINIC 


for the diagnosis, treatment and research in the psychiatric field 


BELLE MEAD, NEW JERSEY e TELEPHONE FLANDERS 9-5101 


specializing in intensive psychotherapy for the severe psycho- 
neurotic and psychotic reaction combined with organic ther- 


apies when indicated. 


The Carrier Clinic rests on 380 acres of beautifully landscaped 
ground. It is conveniently located between New York City 


and Philadelphia. 


| Medical Director Associate Psychiatrists Located en 
Russell N. Carrier, M.D., F.A.P.A. Percy H. Wood, M.D. Route 206 


Diplomate in Psychiatry 
John E. Caton, M.D. between 


Hospital Administrator Th E. Sh ker, Il, M.D. Princeton 
Mercedes Peifer, R.N. Diplomate in Psychiatry & Somerville 


Founded in 1904 


HIGHLAND HospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for ero and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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,@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 
PIS. 
Your patients spend many hours daily in healthful out- 


| door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
AM OTE MI Florida’s Sunny West Coast. 
Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN “HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT WELLBORN, JR., MD. 


PETER J. SPOTO MD." ZACK RUSS, JR.) MD. 
TARPON. SPRINGS ° FLORIDA 
M.D. 


ON THE GULF OF MEXICO “AMUELG. WARSON, D. ROGER PHILLIPS, M.D 
Phone: Victor 


HALL-BROOKE 


An Shelve Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 

Alfred Berl, M.D. Peter P. Barbara, Ph.D. 

Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; high! 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultants issociate Consultants 
STEPHEN P. Jewerr, M.D Rutru Fox, M.D 
Wittiam V. SitverserGc, M.D., F.A.P.A L. Clovis Hirninc, M.D 


issistant Medical Director Clinical Director Director of Research 
FRANK G. M.D Mervyn Scuacut, M.D., F.A.P.A STEPHEN W. Kempster, M.D 


Resident Psychiatrists 
Guy Lepuc, M.D Epwin L. Rapiner, M.D ENRIQUE MARTINEZ, M.D 


Research Consultant Psychologists 
Morton F. Reiser, M.D., F.A.P.A Learrice Styrr SCHACHT, M.A 
MILDRED SHERWOOD LERNER, M.A 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Haroun Giss, M.D., F.A.C.S., Gynecology LeONARD C. FRANK, M.D 
FRANK J. MAssucco, | Surgery Syitvia L. Gennis, M.D 
ARNOLD J. RopMaAN, | . F.C.C.P., Internal Medicine LEONARD GoLp, M.D i A 
NATHANIEL J. SCHWARTZ, M.D., F.A.C.P., Internal Medicine DaNieL L. GOLDSTEIN, ! , F.A.P.A 
InvVING J Graunick, D.D.S., Dentistry Simon H. Nacier, M.D 
J. WILLIAM SILVERBERG, M.D 


Veo st rook 


A private psychiatric hospital em- Staff 'V. ANDERSON, President 


REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistance 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin. psy chotherapy, occupational THOMAS F. COATES, M.D., Associate 
JAMES k. HALL, JR., M.D., Associate 


; CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. 


and recreational therapy—for nervous 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 7 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoLomon, M.D. Georce M. ScHLoMer, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 

C. F. Rice, Superintendent 

Francis A. O'DONNELL, M.D. GeorceE E. Scott, M.D. 
J. M.D. RoBert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—JIn rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M.D. 
Melted Mtrecter Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Creswett Burns, M.D. Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 
SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


THOMAS P. Prout, JR. 


Oscar Rozett, M. D., 
Administrator 


Medical Director 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 


service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 
available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 
T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 


Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo Fe, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


ROBERT SWITZER, M.D., Director Topeka, Kans.; Tel. CEntral 3-6494 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 

For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuartes E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 


geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHN H. Nicuots, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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clinically proved in alcoholism 


brand of DISULFIRAM (tetraethylithiuram disulfide) 


Feldman reports: 
“...‘Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


..- a “chemical fence’’ for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request. 


“ANTABUSE?” is supplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000. 
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Cativoania PENNSYLVANIA 


DEVEREUX SERVES 


A full educational program, extending from kindergarten through the 
junior college level, is offered at Devereux for emotionally disturbed, 
as well as slow-learning children. 


Instruction is highly individualized and planned to take advantage of 
the specialized learning techniques which are most effective for these 
children. 


The curricula of the Devereux units include a solid academic program 
for college preparatory work; a vocational and commercial program; 
and programs of artisanship or craftsmanship, stressing the use of 


special tools and skills, either as preparation for admission to a voca- 
tional or trade school or as a means of attaining self-confidence and 
personality development. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
THE DEVEREUX FOUNDATION | camps 

A nonprofit organization Founded 1912 TRAINING 
Santa Barbara, Califorma Devon, Pennsylvania RESEARCH 


Professional 
Associate Directors 


Robert L. Brigden, Ph.D. 
HELENA T. DEVEREUX, Founder Charles M. Campbell, Jr, M.D. 


EDWARD L, FRENCH, Ph.D.. Director Michael B. Dunn, Ph.D. 


Fred E. Henry, S.T.D. 
J. Clifford Scott, M.D. 
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